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AND SAVE MANPOWER 


WRITERS on venereal disease are emphasizing that the hazards of syphilis 
to our armed forces can be materially reduced through civilian control of 
the casual, the amateur, and others who are infected with the Treponema 
pallidum. 

Where such control is effective, the incidence of syphilis becomes 
negligible. And in some military areas this has been accomplished. In 
combating syphilis these Squibb Products have been widely used: 


Neoarsphenamine Squibb is subjected to exacting controls to assure unt- 
form strength, a high margin of safety, ready solubility, and high spiro- 
cheticidal activity. 


lodobismitol with Benzocaine provides the desirable therapeutic proper- 
ties of bismuth presented largely in anionic (electro-negative) form. It is 
well absorbed and fairly rapidly excreted, so that intramuscular injections 
twice weekly produce a satisfactory therapeutic bismuth level in the blood 
stream. It is well tolerated and can be used in both early and late syphilis. 
lodobismitol with Benzocaine is a propylene glycol solution containing 
6 per cent sodium iodobismuthite, 12 per cent sodium iodide, and 4 per 
cent benzocaine (local anesthetic). 


Sobisminol—In capsules for oral use, and in ampuls for intramuscular 
use, is an effective bismuth preparation for the treatment of syphilis. 
Contains a complex organic (anionic) bismuth compound resulting from 
the interaction of sodium bismuthate, tri-isopropanolamine, and propy- 
lene glycol. 

Tryparsamide Squibb (Sodium N-phenylglycinamide-p-arsonate) con- 
forms to U.S.P. specifications. A white, odorless, crystalline powder, 
freely soluble in cold water, forming a neutral solution suitable for 
intravenous injection. 


For literature address the Professional Service 


Dept., 745 Fifth Ave., New York 22, N. Y. 


E:R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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A SOAPLESS DETERGENT 
IN CONVENIENT 
CAKE FORM 


LOWILA CAKE contains laury] sulfoacetate dilu- 

ted in bentonite. The pH approximates that of 

normal skin (pH 5.0 to 5.5)—it is free of all perfume. 


LOWILA CAKE is non-irritating, only mildly 
defatting and of low sensitizing index; cleanses 
the skin as satisfactorily as soap—at a cost com- 
parable to that of soap. 

LOWILA CAKE is an excellent cleanser for gen- 
eral toilet use—including the bath and shaving. 


SUGGESTED as a SOAP SUBSTITUTE in all 
conditions due to or aggravated by the use of soap Lowila Supplies 
and allied cleansers. Soft, Creamy Suds 


Please Fill In, Clip, and Mail Coupon for Liberal Trial Supply 


WESTWOOD PHARMACAL CORP. 
1020 Main St., Buffalo 2, N. Y. 


Send Lowila Cake for Clinical Trial: 
M.D. 


(PLEASE 
PRINT 
NAME 

AND ADDRESS) 


Westwood Pharmacal Corp. 


1020 MAIN ST., BUFFALO 2, N. Y. 
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PROFESSIONAL 
PREFERENCE 


In a survey conducted among the 


official A. M. A. roster of dermatolo- 
gists, more of the members of the 
profession say they use Mennen 
Shave Products than any other brand 
... more than the next two leading 
brands combined. We believe this is 
a reflection of the quality of Mennen 


Products. 


*Official A. M. A. Roster 


MENNEN 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 

tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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New Studies Confirm 


Skin Improvement 


iyo have long stressed the 
importance of proper daily cleansing 
with mild soap and water as a basis for 
skin health and beauty. 

In Camay, we offer a fine toilet soap 
that fulfills the most rigid requirements 
for mildness. Repeated skin tests—patch 
tests, Immersion tests, and other skin 
studies—have adequately demonstrated 
the mildness of Camay. 

You dermatologists have helped us de- 
velop the details of a proper skin-cleansing 
routine, which we call the “Camay Mild- 
Soap Diet.” It is a twice-a-day routine 
that insures regular, proper cleansing with 
a truly mild soap. 

Your method and Camay have recently 
been subjected to careful clinical tests. 
Competent dermatologists studied the ef- 


fects on the skins of over 100 women who 
changed from their regular cleansing 
methods to the Camay Mild-Soap Diet. 
This study showed that the Camay routine 
was beneficial to the skin in a very high 
percentage of the cases—that Camay 
cleanses the skin gently, thoroughly, with- 
out irritation. 


If you are called upon to recommend a 
toilet soap for daily use, we believe that 
you may recommend Camay with conf- 
dence. For, in addition to its outstanding 
mildness, it lathers richly and has a deli- 
cate fragrance particularly appealing to 
women. 


Samples of Camay are available for per- 
sonal or office use and observation. Address 
your request to Procter and Gamble, 
Cincinnati, Ohio. 


CAMAY 


A product of Procter and Gamble 
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Pp pH7 

ROTECTIVE CREAM 
INSOLUBLE 

For Use On Hands Arms and Face 


ACTIVE INGREDIENTS 
Lanolin Bentonite Metby! 


T Cellulose 
ale erfume Pres 


ervativé 


BRECK pH7 PROTECTIVE CREAM 


The aim of the Breck Organization has been to make a Protective 
Cream second to none ever since it was decided that a finely made 
protective cream could be a definite help to the war effort - Different 
formulas were carefully studied before our own chemist went to work 
Today Breck pH7 Protective Cream is the finest cream we can 
produce - The formula of this cream has been freely given whenever 
the management of a war industrial plant wished to know the 
ingredients used in its manufacture - There is no soap or alkali in Breck pH7 
Protective Cream and as the pH7 indicates it is neutral and will not interfere with 
the normal reactions of the skin - We believe that Breck pH7 Protective Cream 
is aiding in the control of Industrial Dermatitis in War Industrial Plants 


JOHN H BRECK INC : MANUFACTURING CHEMISTS ° SPRINGFIELD + MASSACHUSETT> 
CANADIAN ADDRESS 47 CLARKERCE OTTAWA 
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Tincture 


Untinted 


U 


Like Brother Jim! 


Paint a tinted antiseptic on the wounds of a youthful warrior just 
back from a “sling shot” campaign and he'll be as proud as any 
war hero with a medal of honor. Stain the facial blemishes of a 
sensitive dermatological patient in the same manner, however, 
and the result is more likely to be acute embarrassment. That's 
why many physicians employ Tincture Metaphen, Untinted, when 
an antiseptic is required in dermatological treatment. This anti- 
septic has no conspicuous dye to highlight blemishes exposed to 
public view. Yet, in every other respect, it is identical to Tincture 
Metaphen, Tinted—the agent designated by two independent 
investigators* as being superior to 14 commonly-used antiseptics 
in three major requirements of a skin disinfectant: High antiseptic 
power . . . relative freedom from irritation . . . and prolonged 
action. @ You may obtain Tincture Metaphen, Untinted, through 
prescription pharmacies everywhere in |-fluidounce, 4-fluidounce, 


1-pint, 1-gallon bottles. North Chicago, III. 


*Meyer, E., and Arnold, L. (1938), Amer. J. Digest. Dis., 5:418 


(Tincture of 4-nitro-anhydro-hydroxy-mercury-orthocreso!l, Abbott) 
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@ Because of the rapid advances which are 
being made in the vitamin field, and the 
increasing emphasis on vitamin therapy, 
Merck & Co., Inc. has prepared and dis- 
tributed to physicians a series of Vitamin 
Reviews, containing up-to-date and factual 
information concerning these important 
substances. 


A limited number of complete sets of these 
informative booklets have been gathered in 
a convenient slip-cover container, designed 
for ready reference in library or bookcase. 
Physicians may obtain these complete sets 
so long as the supply lasts. The coupon is 
for your convenience. 


MERCK & CO., Ine., RAHWAY, N. J. 
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Merck & Co., Inc. 
Rahway, N. J. 


Please send me a complete set of ‘‘Merck Vitamin 
Reviews” in convenient slip-cover container. 
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DERMATOLOGY IN AN ARMY STATION HOSPITAL 
LIEUTENANT COLONEL HARRY W. WOOLHANDLER 
MEDICAL CORPS, ARMY OF THE UNITED STATES 
7 [he recognition of the specialty of dermatol- service and is conducted by a single medical 
7 hy the United States Army, with the inclu- officer, who is chief of the section. It is arbi- 


of dermatologic sections in station hospitals, 
pened a field somewhat new to American 
-yatologists, one which specialists in diseases 
‘the skin about to enter the service and those 
t destined to do so cannot help wondering 
Cutaneous diseases may be expected to 
emain basically the same, but the role such dis- 
ses play in an army in training and in the field 
ust of necessity produce certain problems not 
countered in routine civilian practice. Which 
‘eases are seen most commonly, which disable 
tially or completely and which require hos- 
alization under strenuous field conditions are 
usta few of the questions which must inevitably 
me to mind. 
It is of course not possible to present the entire 
spect of this problem from an experience limited 
duty within the country and to a single sta- 
n hospital. Nevertheless, the function of the 
y ermatologist as such usually ceases at the bor- 
j ers of the United States, since provision for 
ermatologic sections is not ordinarily made in 
/ spital units assembled for duty on foreign 
The variations that exist among hospitals 
the country probably depend more on 
ceographic location than on any other factor 
ul probably do not affect the problem to be 
cussed to any great degree. The effect of 
tual combat is still to be seen, and it should 
|) prove or disprove the conclusions drawn to 
The station hospital at Fort Belvoir, 
except for these limitations, permits the 
uisition of a fairly broad experience, since 
wpplies hospitalization, treatment and consul- 
ior permanent personnel, replacement cen- 
‘ personnel and soldiers on maneuvers under 
| conditions. It also executes the function of 
lassification of inductees, including discharge 


tr 


those not considered fit for any type of Army 


or.2-44 


min 


M.D. 


dermatologic section at the Fort Belvoir 
iospital is a subdivision of the medical 


the Dermatology Section, Medical Service, 


Hospital, Fort Belvoir, Va. 


trarily divided into an outpatient clinic and a 
ward, the time required for management of each 
being about equal. Assisting personnel consist 
of an enlisted clinical assistant, two nurses and 
three enlisted ward attendants, although the 
number varies from time to time. The entire 
section is housed in a single building, the fore- 
most part of which is used as the clinic. 
Soldiers ordinarily do not report directly to 
a station hospital for treatment. At a specified 
time in the morning (sick call) they report their 
illnesses to the first sergeant. They are then 
taken to an infirmary, where those requiring 
minor care are treated and returned promptly 
to their units. Those requiring consultation or 
hospitalization are transported to the receiving 
office of the hospital with referral or admission 
slips, where they are either hospitalized directly 
or sent to the proper outpatient clinic. Thus, 
all men with dermatologic diseases are seen first 
by an infirmary surgeon, and the number re- 
ferred to the dermatologist depends entirely on 
the surgeon’s discretion. The number of der- 
matologic patients seen in the infirmaries may 
be high, but the percentage of them eventually 
reaching the hospital for consultation varies 
considerably and, in the case of some infirmary 
surgeons, may be extremely low. Return visits 
to the dermatologic clinic are made directly by 
to in- 
pital ward are 


referesce 
1 


signed request, without 
firmary. Admissions to the 
made through the clinic, and tius the approval 
of the dermatologist is assured in almost every 
case. 

The management 
officially recognized by the Army as belonging 
to the field of dermatology. Urologists have 
traditionally treated this disease for many years, 
but there is a definite trend toward recogni- 
tion of the full specialty of dermatology and 
syphilology. At the present time there is no 
definite policy, the decision resting with the 
commanding officer of each station hospital. At 


of syphilis has not been 


this particular station, syphilis is treated in the 


san 
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urologic section, with the dermatologist acting 
as consultant. Thus, except for occasional 
reference, this disease has not been included in 
this paper. 

STATISTICAL DATA 

The statistics to be presented were assembled 
from records kept at the Fort Belvoir station 
hospital since the middle of 1941. These statis- 
tics represent the general expectation in an 
Army station hospital only to a limited degree, 
because of natural and geographic variations 
from post to post plus in many instances the 
lack of clear distinction between dermatologic, 
general medical and surgical cases. The latter is 
especially applicable to such conditions as 
furunculosis, burns, severer types of tricho- 
phytosis, warts and carcinoma, which may at 
some hospitals be treated in the surgical service. 
At Fort Belvoir practically all patients with such 
complaints, with the exception of burns, are 
treated in the dermatologic section. 

The new ambulatory patients seen in 1942 
totaled 2,483. Of these 509 were patients seen 
in consultations ; they had been hospitalized with 
other diseases but were, nevertheless, ambulatory 
when seen. Return visits totaled 1,891. Thus 
there was a total of 4,374 patient visits. During 
the same period there were 380 patients hos- 
pitalized, or a ratio of 1 hospitalized patient to 
every 6.5 ambulatory patients. The 380 hos- 
pitalized for dermatologic diseases represented 
2.6 per cent of all men admitted to the hospital. 
while during the same period venereal diseases 
(exclusive of gonorrhea) were responsible for 
2.9 per cent.'. Thus 5.5 per cent of all patients 
admitted to the hospital required dermato- 
syphilologic management. 

Considerable discrepancy is found in the 
comparison of these statistics with those of other 
published reports. Pillsbury, Sulzberger and 
Livingood* reported on observations during 
a fourteen month period at Indiantown Gap, 
during which time there were 736 hospitalized 
and 1,232 ambulatory patients with cutaneous 
disease, a ratio of 1 hospitalized to 1.67 ambula- 
tory patients. This compares with a ratio of 
1 to 6.5 obtained at Fort Belvoir. Both hos- 
pitals were originally of a rated capacity of seven 
hundred and fifty beds, but considerable ex- 
pansion was required at Fort Belvoir toward 
the end of 1942, a fact which may account for 
the larger number of total patients treated but 


1. This information was obtained from the urology 
section, surgical service, station hospital, Fort Bel- 
voir, Va. 

2. Pillsbury, D. M.; Sulzberger, M. B., and Liv- 
ingood, C. S.: Manual of Dermatology, Philadelphia, 
W. B. Saunders Company, 1942. 


not for the wide variation in the ratio 
pitalized to ambulatory patients. These autho. 
also cited the United States Army statistics § 
1940, which indicate that diseases of the kj, 
produced 9.8 per cent of all admissions 

sick list. It is not clear whether “admissivns ; 
the sick list” includes all patients answering <jc 
call at infirmaries or only persons actually }y. 
pitalized. Thus comparison with the percentay 
of hospital admissions (2.6) at Fort Belyoi: 
cannot be made directly. The rate of admissi 
for venereal disease (exclusive of gonorrhea 
of the Army as a whole in 1940 and at Po; 
Selvoir in 1942 compares closely, being 3 pe: 
cent and 2.9 per cent respectively. Sulzberger 
in another instance stated that cutaneous di. 
eases account for about 8 per cent of all dis 
abilities and syphilis for about another 6 
7 per cent. Again, just what is meant }) 
ability is not clear. 

In summary, at the Fort Belvoir station ho: 
pital in 1942 there were 2,483) ambulator 
patients with cutaneous diseases, who made 
total of 4,374 visits, or 1.76 visits per patien 
During the same period there were 380 hos 
pitalized patients with diseases of the skin, rey 
resenting 2.6 per cent of all patients admitted t 
the hospital. The ratio of hospitalized to ambu 
latory patients was 1 to 6.5. The average nun 
ber of daily clinic visits for the year, exclusiv: 
of Sundays, was 14, with an actual dail 
variation from 6 to 40. 

Three thousand consecutive cases were ana- 
lyzed according to diagnosis in an effort to obta 
some idea as to the variety to be expected 1 
military dermatologic practice. This showed 
total of 189 separate entities, including the le> 
common dermatoses seen only once or twic 
Among the rarer dermatoses were sclerodern 
epidermolysis bullosa, Darier’s disease, carot 
nemia, lupus vulgaris, monilethrix, Milroy’s dis 
ease and xanthoma tuberosum multiplex. 1): 
diseases most commonly encountered and th 
percentage of the total number of cases (3,00 
reviewed are listed in table 1. It is apparem 
from this table that cases of fungous infection: 
aud of dermatitis venenata comprise 25 per cet! 
of all cases encountered and that thirteen dis 
eases accounted for almost 65 per cent of th 
total group. The percentage of some dermatoses 
such as atopic dermatitis, will not corresp: md t 
that expected in a similar group of civilian met 
because many prospective inductees with thi 
disease are being rejected on the initial physic 
examination. Others, such as psoriasis, are 1° 

3. Sulzberger, M. B., in discussion on Guy, W. 


Dermatologists for the Army and Navy, Arch. [erm 
& Syph. 46:619 (Nov.) 1942. 
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f wood tick bite and cimex bite was seen. 


WOOLHANDLER—ARMY 


cept le but were considered disqualifying 
Dec. 7, 1941. 
Certun observations concerning the prevalence 


tions and infections at Fort Belvoir are 
aboration. Scabies was present at all 
mes but never in large numbers of men. Pedi- 
ubis, seen rarely in the dermatologic 
as nevertheless common and many cases 
ust be expected at every post. Pediculosis 
Was nonexistent, and only 1 case each 
That 
low incidence of insect bites is not to be 


pected in all localities is apparent from the 


except for the scalp. 


xper1ence 


resent in 3 instances. 


of Lehmann,t who found ticks and 
ers a major problem. 

Fungous infections of the glabrous skin were 
and surprisingly extensive, owing in 
part to the particular troops stationed at 
Most of these infections were 


Belvoir. 


eneralized, a few being practically universal 


The extensiveness of the 


Commonest Diseases Seen, with Percentages 


Percentage of 


3,000 Cases 
Reviewed 


Total 
Disease Cases 


tections of all types (including 


ititis venenata, all causes............. 385 11.1 
rucae, all types.. 6.0 
eurodermatitis, all types (eczemas)....... 162 5.4 
petigo and ecthyma....... 131 4.55 
tticaria and angioneurotic edema......... 82 
nt eruptions of palms and soles.. 81 Pe f 


ea versicolor infections in these troops was 
“) surprising, involvement of the face occurring 
mnonly and involvement of the scalp being 
This surprise may in 


nart be due to the fact that I have had little 


previous experience 


he patient and to the physician. 


with patients with this 


SPECIAL PROBLEMS 


the practice of dermatology in the Army has 
‘tam advantages over civilian practice, both to 
Essentially 


‘us stems from the socialized aspect of the medi- 


1 


i service coupled with the strict military control 
the patient. 
ion and 


Outpatient service, hospitaliza- 
medication are entirely free; patients 


receive full pay during illness, and, while in 


r 


‘rlain instances acceptance or nonacceptance of 
‘Teatment 1s voluntary, acceptance may be en- 


vhen considered essential to the welfare 
atient and to the interests of the Army. 


+ Lehmann, C. F.: Dermatology in the Army, J. 


M 119:1469 (Aug. 29) 1942. 


STATION HOSPITAL 
To oftset these advantages, many problems arise 
not ordinarily encountered in civilian practice. 
Some of these will be discussed under the fol- 
lowing headings: hospitalization; physical dis- 
ability and limited service ; control of contagious 
diseases, and diseases not requiring treatment. 

To understand these problems it is necessary 
to bear in mind the differences between military 
and civilian life. In the former, time lost from 
duty is important and may even be serious, while 
at the same time the arduousness of military life 
inakes many diseases disabling that would be of 
little consequence to a civilian. The intimate 
living conditions add to the importance of con- 
tagious diseases, while the lack of privacy fre- 
quently prohibits treatment of a man as an 
outpatient. Finally, there 1s the question of the 
vouth of the patient, with the attendant ir- 
responsibility present in men of early adulthood. 


Hospitalization—At Fort Belvoir a 
either is fit for full duty or must be hospitalized. 
Light duty is not permitted, and confinement to 
quarters is allowed only in certain instances. 
Thus any dermatosis that is disabling, contagious 
or extensive to make self treatment 
impractical makes hospitalization imperative. 
This problem of hospitalization cannot be dis- 
missed lightly, since, while the decision rests 
entirely with the medical officer concerned, he 
must at all times be aware of his responsibility 
to reduce lost time to a minimum. 

The necessity of hospitalization will in many 
instances be self evident, some diseases, such as 
scabies, being contagious and others being so 
extensive or so acute as to make continuance of 
duty impossible. Eruptions of limited extent, 
and in some instances generalized eruptions, will 
present a problem, and the decision will rest on 
such factors as location of lesions, discomfort 
produced, type of duty performed, individual 
temperament of the patient and type of treat- 
ment required. An eruption of a heel, of the 
groins or of the back may easily disable a 
soldier required to march 25 miles (15.5 kilo- 
meters) with full pack, whereas it would be 
of little concern to a military clerk sitting at a 
desk. The discomfort produced by an eruption 
is closely related to the patient’s temperament. 
and hospitalization of patients not really requir- 
ing it undoubtedly occurs because of this factor. 
Qn the other hand, soldiers resist hos- 
pitalization when there is not the slightest doubt 


soldier 


SO as 


some 


of its necessity. 

The lack of privacy in barracks makes certain 
types of seli treatment impractical. A _ soldier 
should not be expected to apply an ointment 
regularly to a major portion of the body, 
especially if it contains tar or some other substance 
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productive of an odor. The very act of applying authority to alter a soldier’s status fro: fy 
the medicament calls attention to a condition combat duty to limited service and the au 
which is already a source of considerable embar- to discharge a man from the service rest with; 
rassment to a patient who must undress in full board of medical officers, subject to approval 


view of twenty-five or more men. Furthermore, higher authority. A recommendation for djs. 
extensive applications of medicaments can be charge is submitted by medical officers of thy 
made only at night, as military schedules do not various services and sections of the hospita! afte; 
allow sufficient time in the morning for self the soldier has been carefully examine) and 
treatment. Finally, a soldier should not be asked observed. The procedure has been improve: 
to refrain from bathing for long periods unless and streamlined to a considerable degree, } 
he is hospitalized. it is of necessity long and costly, especially 
Another factor prohibiting ambulatory treat- the case of a soldier with a mental diseas: 
ment is the lack of facilities for applying wet After induction, a soldier with a physical 


dressings in barracks. Thus men with acute ability may come to the attention of a medic; 
eruptions, even of limited extent, must be hos- officer either through his own professed inabilit 
pitalized for this reason alone. Attempts to to perform the duties required of him or throug! 
carry out such treatment in infirmaries are detection by his superiors. This may requir 
generally not successful, and if the wet dressings several weeks, but a constant attempt is being 
are required at frequent intervals performance made to weed out the disabled as early as pos. 
of duty will not be possible in any event. A_ sible. At the present time at Fort Belvoir 
poison ivy dermatitis which can be healed in four soldiers are carefully observed in the first tw 
or five days of hospitalization will frequently weeks of training and promptly sent for exam: 
linger for weeks if self treatment is permitted. nation on the slightest suspicion. They ma 
Thus, less time will ultimately be lost from duty then be returned to duty, admitted directly + 
if the patient is hospitalized at the outset. the hospital for study or referred to one of th 
Hospitalization will occasionally be required several outpatient clinics for decision. A recom- 
because of failures of treatment that are ex- mendation for disability discharge must be pre 
plicable only on the basis of the sex and age of ceded by hospital study, but limited service may 
the soldier. A youth in his teens or a man in be recommended without this preliminary. Th: 
his early twenties cannot be expected to con- hospital observation preceding recommendatio: 
sider an eruption causing moderate discomfort to the disposition board is conducted by the medi 
or cosmetic impairment as seriously as a woman cal officers of the various sections, and for 
or as an older man, especially when he is work- patients with diseases belonging to highly special- 
ing hard and has little contact with the opposite ized branches of medicine a recommendation is 
sex. Despite the advent of the sulfonamide in most instances tantamount to approval. Thus, 
compounds, soldiers are frequently seen with decisions regarding men with cutaneous disease: 
impetigo that failed to respond after several will rest in most instances with the dermatologist 
weeks of treatment in the outpatient depart- who in a sense acts as a trained adviser to th 
ment and then healed in five or six days in the _ board. 
hospital without the slightest change in treat- Much of the work of reclassification board 
ment. That the treatment in such cases is carried stems from the failure to detect disabling 
out carelessly and sporadically, if at all, is eases at the selective service and induction board 
obvious. examinations. This can probably never be re- 
Once a patient is hospitalized, he should be duced below a certain minimum, but in the case 
returned to duty with a minimum loss of time. of diseases of the skin there is some reason t 
In some cases this can be done the moment the _ believe that a better understanding of such dis 
disabling effect is overcome, whether the erup- eases in relation to military life, plus the inclusiot 
tion is entirely healed or not. The cure of of dermatologists on the examining boards, would 
scabies should be presumed and the patient produce a substantial reduction in the num 
discharged as soon as treatment is completed, accepted. Frequently soldiers are seen short!) 
despite occasional relapses. In other cases, after their induction with generalized clironic 
especially of eruptions of the feet, the patient dermatoses that a large majority of derma 
should be treated until healing is complete or tologists would consider immediately disabling 
almost complete; otherwise, relapses requiring Potentially disabling conditions, such as !upt' 


readmission will be common. erythematosus, are likewise encountered, which 

Physical Disability and Limited Service— were admittedly present on the soldier's initia: 
The physical reclassification of inductees is a examination but concerning which no entry 5a¢ 


major function of many station hospitals. The been made on his record. 
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| ejection or reclassification of inductees 
sts the decision as to what constitutes a 
bl cutaneous disease. In_ succeeding 
phs, this subject will be discussed on 
; of my limited experience. Considerable 
5 ment on the part of other medical officers 
ed civilian dermatologists is expected, but it is 
ned that such disagreement will stimulate dis- 
yssion. With reference to the problem of 
sited service, it must be borne in mind that 


—Diseases for Which Rejection Is Considered 
Aduisable 


1. Dry neurodermatitis (atopic eczema); if associated 
with asthma this becomes mandatory 
2, Exudative neurodermatitis 
Psoriasis with arthritis or severe itching 
4, Subacute and chronic edematous lupus erythematosus 
5, Dermatitis exfoliativa 
6. Severe chronic urticaria and angioneurotic edema 
7. Generalized pruritus, except mild 
8. Boeck’s sarcoid 
Neurotic excoriations, except very mild 
10, Fayus 
11. Blastomycosis 
12. Coecidioidomycosis 
13. Keratosis follicularis (Darier) 
14. Alopecia universalis 
15. Acrodermatitis perstans 
16. Hypersensitivity to important drugs, such as 
sulfonamide compounds 
17. Perifolliculitis capitis abscedens et suffodiens, active 


‘rere are limitations to the restrictions that may 
» requested by medical officers. A soldier may 
« limited to service within the continental limits 
‘the United States, but the exact post or type 
climate may not be specified. Furthermore, 
hile duty as a clerk or stenographer may be 
sitable for a particular inductee’s disability, his 

k of ability and experience may prohibit such 
n assignment. 

The physical standards for induction into the 

ny are contained in Mobilization Regulations. 

\herever possible, disqualifying diseases are 
pecifically named, and this prohibits any choice 

the examining physician. However, the 
nature of many diseases is such as to forbid the 
aking of ironclad rules, and for these the 
gulations are of necessity vague. This is so 
notoriously true of dermatologic diseases that 
the decision as to whom to disqualify becomes 
specially difficult. 

The specific disqualifying dermatoses listed in 
Mobilization Regulations include actinomycosis, 
ermatitis herpetiformis of long duration, epi- 
lysis bullosa, mycosis fungoides, chronic 
igus, lupus vulgaris, elephantiasis, leprosy 
nd carcinoma. While rejection of men with 


‘iese diseases is mandatory, not all of them will 
necessarily be disqualified, since the disease may 


*ina period of remission at the time of exami- 


‘ation or the diagnosis may not be apparent to 
examining physician. 


Disqualification for 
‘other cutaneous disease must be based on 
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that portion of regulations which lists as non- 
acceptable “‘serious or incapacitating skin dis- 
orders such as: chronic skin diseases, chronic 
ulcers of the skin or cured syphilitic lesions 
which are so severe as to incapacitate the indi- 
vidual for the duties of a soldier or so disfiguring 
as to render the individual objectionable in 
common social intercourse; generalized derma- 
titis of long duration, allergic dermatitis if severe, 
ringworm if severe and not easily remediable, 
and cysts and benign’ tumors of the skin of such 
size or location as to interfere with the normal 
wearing of military equipment.” Initial selection 
of inductees for limited service on the basis of 
certain dermatologic criteria is no longer per- 
mitted, but after induction reclassification into 
this category not only is allowed but is frequently 
essential. This decision must be based entirely 
on judgment, but in general it may be stated 
that a cutaneous disease of a type which dis- 
qualifies for general military service will when 
mild permit the performance of limited service, 
especially if the man has successfully followed a 
useful vocation in civil life. 

It is apparent that except for a small group of 
specific diseases the question of acceptance or 
rejection of a prospective inductee rests almost 
entirely with the examining physician and is 
hased either on the incapacitation for the duties 
of a soldier or disfiguration sufficient to “render 
the individual objectionable in common social 


3.—Diseases Which in Certain Instances Will 
Necessitate Rejection 


TABLE 


. Furunculosis, chronic 

. Acne conglobata, severe, especially of the back 

Xanthoma tuberosum multiplex 

Chronie discoid lupus erythematosus 

Dermographia, severe 

Erythema multiforme of severe, frequent recurrence 

. Von Recklinghausen’s disease 

Recalcitrant eruptions of palms and soles 

. Keratosis palmaris et plantaris 

10. Prurigo 

11. Giant nevus 

2. Erythroderma ichthyosiforme congenitum 

13. Poikiloderma atrophicans vasculare 

14 Arsenical keratoses 

15. Papulonecrotie tuberculids and dermatitis nodularis 
necrotica 

16. Pityriasis rubra pilaris 

17. Extensive sear or keloid formation 


intercourse.” While general agreement on such 
principles can hardly be attained, it is possible, 
nevertheless, to draw certain conclusions, some 
of which will leave little room for argument, 
while others will at least serve to elicit other 
opinions. Tables 2, 3, 4 and 5 are based on 
conclusions drawn from my experience. The 
groupings are arbitrary and necessarily overlap 
to a certain extent. While not all inclusive, the 


list does include most common diseases concern- 
ing which disagreement may arise and rarer 
diseases which either have required a decision 
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by me or permit expression of an opinion based 
on previous civilian experience. Omitted are 
diseases specifically disqualifying under Mobiliza- 
tion Regulations and those unquestionably dis- 
abling, such as acute lupus erythematosus and 
acute dermatitis exfoliativa. 

The dermatoses listed in tables 2 and 3 are 
not all disabling for the same reason. Some may 
actually be rather mild at the time of the soldier’s 
induction but are notoriously prone to exacerba- 
tion and generalization under adverse conditions, 
with resulting severe itching. Military duty 
not only supplies such adverse conditions, both 
physical and mental, but frequently prevents 
adequate local treatment. Hence such diseases 
as neurodermatitis (dry and exudative), neurotic 
excoriations, dermatitis exfoliativa, severe 


Taste 4.—Diseases for Which Limited Service Is 
Considered Advisable 


1. Erythema induratum 

2. Neurotie execoriations, mild 

». Chronie discoid lupus erythematosus 

. Chronie urticaria and angioneurotic edema 
. Dermographia, except very mild 

. Hidradenitis, chronic 

. Sporotrichosis 


5.—Dtiseases Which in Certain Instances 
Necessitate Limited Service 


. Hyperhidrosis of feet, severe 
. Reealcitrant eruptions of hands and feet 
3. Papulonecrotic tuberculids 


re 


4. Ichthyosis 

5. Erythema multiforme 

6. Intertrigo associated with obesity 

7 Dermatitis venenata 

8. Aene indurata and acne conglobata 

9. Trichophytosis due to Trychophyton purpureum 


10. Lichen planus, generalized 
11. Dermatitis hypostatica 


chronic urticaria, generalized pruritus, prurigo 
and in some cases psoriasis are apt to become 
practically intolerable. 

Some dermatoses are in certain instances dis- 
abling by reason of their location or of complica- 
tions. In this group may be included psoriasis 
with arthritis, acrodermatitis perstans, severe 
acne conglobata of the back, severe dyshidrosis, 
severe keratosis palmaris et plantaris and ex- 
tensive scar and keloid formation. Others not 
actually disabling but requiring such prolonged 
treatment as to make acceptance inadvisable are 
chronic lupus erythematosus, blastomycosis, 
Darier’s disease, pityriasis rubra pilaris and in 
some cases dermatitis exfoliativa. 

Many dermatoses do not fall into any general 
groups but should be considered disqualifying 
hecause of characteristics peculiar to themselves. 
Subacute lupus erythematosus is subject to acute 
exacerbations and fatal outcome, especially on 
exposure to sunlight. Coccidioidomycosis may 
have concomitant involvement of the lungs and 


may likewise be fatal. Favus is contagious ay 
extremely resistant to treatment. Erythema, 
multiforme may be disabling only during a; 
actual attack, but if such attacks occur frequent) 
the soldier will fail to be of much valu his 
unit. The 1 patient seen with Darier’s discas, 
was discharged despite the recently recovnized 
value of vitamin A, partly because the vitami 
could be obtained only in the form of cod live; 


oil, an unsatisfactory method of administering 
the large doses required. 

The dermatosis causing the most difficul: 
the one most frequently necessitating discharge 
from the Army is atopic dermatitis. Rejectio: 
of inductees with this disease may be accom 
plished under that portion of Mobilization Regu- 
lations which lists as nonacceptable “generalized 
dermatitis of long duration” or “allergic der 
matitis if severe.” Lehmann * was apparently oi 
the opinion that this regulation was being 
employed when he stated that “atopic dermatitis 
will be encountered occasionally, but such 
diagnosis is a cause for discharge, and therefor 
the treatment of it is limited.” That the regu- 
lation is, however, being disregarded frequent) 
is illustrated by the large number of cases en- 
countered at Fort Belvoir. Of the 162 cases oi 
neurodermatitis listed in table 1, in 88 the dis 
case was of the atopic variety, which makes it 
accountable for about 3 per cent of all the erup 
tions treated. Inductees with this dermatosis ar 
apparently not being disqualified on initial 
examination, and, as a matter of fact, many ar 
being repeatedly hospitalized after  inductio: 
without initiation of discharge proceedings 

\Whatever the cause of this disease may be, | 
is well known that mental or physical stress wil 
cause aggravation, and Army life in wartime 
supplies both in excess. Such soldiers spend 
much of their time in a hospital while stil! withn 
the continental limits of the United States that 
it is difficult to understand how they can be o/ 
much value in a theater of operations. Thi 
solution lies not so much in discharge 
induction as it does in rejection on initial exam 


1 
+ 


nation, since once such soldiers are inducted the 
temptation to retain them is strong, and man 
are hospitalized at one post after another befor 
they are finally discharged. Some are placed on 
limited service ; some actually find their way in 
officer candidate schools, and others leave th 
country with their units. I have treated man) 
such patients, but of those who remained at the 
post for more than a few weeks practically 4! 
were discharged eventually. Much time, mon 
and trouble would be saved by rejection when 
an ultimately disqualifying diagnosis 1s 
established. 
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vields to the temptation to treat such 
tents. a poor outcome may be expected and 
ischarge will eventually be necessary. This 
rated by the case of a soldier with a 
ed atopic dermatitis of long standing. 
strong response to house dust was elicited by 
c intradermal tests, and it appeared that 
tami esensitization was worth attempting. After the 
injection of house dust extract, a uni- 
stering ersal dermatitis developed. When this had 
with local treatment, injections were 
tv and sumed with smaller increments. On improve- 
the soldier was given a short furlough 
jection separatory to going on duty, but he returned 
accom _ few days with the eruption worse than on 
u- -. original admission. He then had an attack 
ralized isthma, a condition which he claimed in his 
ic der tory but which had not been verified. About 
tly of ir months were lost in a futile attempt to make 
heing widier of this patient before he was. finally 
harged. 
a should be mentioned that Mobilization 
erefor ‘egulations make rejection of an asthmatic 
» regu luctee mandatory. This should help eliminate 
juentls ertain per cent of inductees with dry neuro- 
rmatitis. While asthma has behaved suf- 
ases of ently unfavorably under military conditions 
he dis- » warrant its recognition as a disqualifying 
akes it sease, it is felt that atopic dermatitis behaves 
erup less uniavorably and should be just as surely 
art qualifying. 
initial xudative neurodermatitis presents a some- 
er hat similar problem. Treatment of the man 
outpatient may be expected to be inef- 
e, and acute exacerbations will be common. 
doubtful whether an inductee with a general- 
| exudative neurodermatitis would be accepted 
induction board, the difficulty lving more 
a the patient with a nummular eczema. While 
lisease of the latter frequently becomes much 
sid rsc under military stress, it must nevertheless 
at e admitted that the outlook for him is not as 
Thy niavorable as it is for the man with atopic 
matitis. Generalization does not seem to 
“ ‘commonly, the trouble being caused more 
14] the exquisite stubbornness of existing plaques 
v | the development of a limited number of new 
Rejection should, however, be seriously 
ed on ntenplated in every case, since the time lost 
sate the soldier as an outpatient will be con- 
the ‘lerable, even under relatively favorable non- 
mbat conditions. 
at the he diseases which disqualify solely because 
listiguration sufficient “to render the indi- 
objectionable in common social inter- 
irse’ are rather difficult to name. This 
first egulation is difficult for a conscientious phy- 
') Interpret and, paradoxically, one that 
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lends itself most to abuse. .\ man with well 
developed pemphigus vegetans with its nauseat- 
ing odor would be an ideal example if the dis- 
ease were not already disqualifying on grounds 
of toxicity and high mortality. However, it 
serves to illustrate the most useful role of this 
provision, namely, to become the deciding factor 
in a questionable case. Of the diseases listed in 
tables 2 and 3 only alopecia universalis and per- 
haps giant nevus might be considered disqualify- 
ing on this basis alone. On the other hand, 
dishguration is an important factor in such dis- 
eases as, among others, neurotic excoriations, 
Darier’s disease, dermatitis nodularis necrotica, 
blastomycosis and exudative neurodermatitis. 
None of these can be considered disqualifying on 
this basis alone except in specific instances, the 
decision depending mostly on the severity in a 
particular case. Darier’s disease in its late stages 
is unquestionably objectionable, yet a mild, early 
stage would hardly be noticed by other soldiers. 

In actual experience a disease may unex- 
pectedly prove to be socially objectionable. This 
was true in the single case of alopecia universalis 
which I studied carefully. The patient was 
forced to live the life of a virtual outcast by his 
fellow soldiers, despite the fact that he was in- 
telligent, had a pleasing personality and kept his 
own morale high under the circumstances. It is 
ironic that he was referred to a psychiatrist by 
his commanding officer because “he always stays 
by himself and does not associate with the other 
men.” 

Occasionally cases which are rather similar 
will require different dispositions, based more on 
general conditions than on the specific disease. 
In one instance a soldier with papulonecrotic 
tuberculids was retained on full combat duty 
because of the mildness of the disease plus the 
general excellent appearance of the patient. In 
another instance discharge from the service was 
unanimously agreed on because the soldier's 
general appearance, plus the addition of num- 
erous large crusted lesions, made him extremely 
obnoxious. The latter disease was diagnosed 
as dermatitis nodularis necrotica because of the 
entire absence of tuberculoid infiltrate on micro- 
scopic examination. 

The tendency of the layman to view all 
cutaneous diseases with suspicion must 1n general 
be disregarded. (therwise, the rate of rejection 
would be out of all proportion to the severity of 
the disease. Psoriasis itself is unsightly, but, 
while it is listed in regulations as acceptable 
only if mild and not extensive, rejection of an 
inductee with uncomplicated psoriasis is not 
advisable during wartime. 


98 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Many diseases which disqualify for general 
military service permit performance of limited 
service, although such classification is applicable 
after induction only. Limited service in this 
sense means duty other than combat duty within 
the continental limits of the United States or 
within the communications zone of a theater of 
operations. It includes such duty as that of 
medical corps men in fixed hospitals, truck and 
ambulance drivers, photographers, cooks, clerks 
and typists. Some conditions already listed as 
possibly disqualifying will when milder permit 
performance of limited duty. Others. are in- 
cluded which, while not necessarily disabling, 
require such prolonged or frequent treatment 
in the outpatient clinic that combat duty is 
inadvisable. Included in this group are erythema 
induratum, chronic hidradenitis, sporotrichosis, 
papulonecrotic tuberculids, recurrent erythema 
multitorme and generalized lichen planus. Space 
does not permit discussion of specific conditions 
under which such diseases are sufficiently severe 
to permit disqualification and those under which 
they are mild enough to permit performance of 
limited service. In general, when the conditions 
which aggravate certain dermatoses, such as 
prolonged marching, are removed and a non- 
combat position commensurate with the in- 
ductee’s experience is available, a man may well 
hecome a valuable soldier. 

The exclusion of dermatitis venenata from 
tables 2 to 4 has been deliberate. Most of these 
eruptions are due to poison ivy and poison oak, 
and in regions where these plants are abundant 
such eruptions present a major problem during 
the summer months. However, disqualification 
for this reason alone is impractical, first, because 
hypersensitivity to these plants affects too large 
a per cent of the manpower, and, second, because 
it is a seasonal eruption which depends in any 
event on the presence of the offending agents in 
any given area plus exposure to them. Not a 
single soldier has been discharged for this reason 
at Fort Belvoir, although it is conceivable that 
such a course might be occasionally justified. 
Rejection because of this disease at a selective 
service or induction board examination 1s prac- 
tically out of the question, since it could not be 
justified on history alone and even the presence 
of a severe eruption would not preclude a 
deliberate massive exposure. Its importance in 
loss of man-days is illustrated by the fact that 
it ranked first as a cause of time lost by all 
patients hospitalized for cutaneous diseases at 
Fort Belvoir. Casualties in areas where the 
plants are abundant will be heavy but are 
probably unavoidable. Hypersensitivity to mis- 
cellaneous substances is a minor problem and 


will rarely require even restricted dut 
occasional soldier sensitive to rubber - 
encountered, and if he is unable to wear a ga. 
mask, as determined by patch tests, dury 
stricted to the continental limits of the Unite 
States will be necessary. 

Control of Contagious Diseases. —| 
sembly of a large army with its intimate contact. 
and close living quarters always raises {| 
specter of epidemics. To date in the continen: 
limits of the United States there has bee 
epidemic of major proportions, and as 
cutaneous diseases are concerned nothing uy 
expected has occurred. Bacteria, fungi, insec:. 
and lice have produced the expected numbe: 
of infections and infestations but have caused. : 
anything, much less trouble than was anticipat; 
Fungous infections continue to lead all othe: 
“contagious” dermatoses in frequency, but unt 
there is more proof of their contagiousness it ;. 
questionable whether they even belong in thi: 
category. It cannot be denied that present da 
prophylactic measures have been a failure, an 
there is at least a suspicion that they will coz 
tinue to be so until old prejudices are scrappy 
and a new approach found to the _problen 
Bacterial infections are observed so infrequent) 
as to cast doubt on their contagious nature, ai 
even such a well established contagious disease 
as scabies spreads slowly and rarely, if eve 
alarmingly. In all, contagious dermatoses hav 
presented no unexpected major problem among 
the troops stationed in the continental Unite 
States, but whether this is due to the excelle: 
sanitation and hygiene of the Army, to frequen 
inspection and early institution of treatment | 
to some unknown factors is difficult to say. 

The dermatoses which might be considered 
contagious include scabies, pediculosis pubis 
pediculosis corporis, fungous infections, bacteria 
infections, such as impetigo and ecthyma, anc 
syphilis. Of these, impetigo and ecthyma show 
little tendency to spread from soldier to soldier 
and hardly warrant consideration as contagious 
diseases. The contagiousness of fungous 1 
fections is open to serious question, a fact sup- 
ported by the recent work of Sulzberger, Bae: 
and Hecht.° Such diseases will be seen in larg: 
numbers during the summer months and will dis 
rupt the functioning of an organization to a con 
siderable degree, but it is doubtful if much can b 
expected from present day methods of prophy- 
laxis. Pediculosis pubis is omnipresent but ha 


5. Sulzberger, M. B.; Baer, R. L., and Hecht, R 
Common Fungous Infections of the Feet and 1 
Arch. Dermat. & Syph. 45:670 (April) 1942 
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re than a nuisance value, while pedicu- 
poris may not be seen at all in the United 
Scabies is certainly contagious, but 
nditions encountered at permanent posts 
ines not seem to spread as rapidly as might be 
ect Three patients were the maximum 
ered from a single company at any one 
Fort Belvoir, and these were not from 
acts same barracks. The contagiousness of 
' is established beyond doubt, but so far 
pread from soldier to soldier goes it is an 
‘rely negligible factor. The details of its con- 
> tar as do not fall within the scope of this paper. 


ol 


me (he methods employed in the control of con- 
Insec gious dermatoses consist essentially of edu- 
nu sion, physical inspections of the command, 
LUSe' lation and treatment of detected victims. 
icipated jucation, aside from its benefit in improv- 
Il othe g general hygiene of troops, has proved 
ut vreatest value in the early detection and 
ess ent of syphilis. The high per cent of 
in. this incres seen in the seronegative stage is due 
ent da : so much to the routine monthly physical 
Ire. an spections as to the excellent system of lectures 
sill ‘coy lms prepared by the Army. Soldiers of 
crapp lowest intelligence groups report for treat- 
sath ent of penile lesions within the first two or 


aquentl ree days aiter onset, having apparently grasped 


nica importance of a “sore” despite the lack of 
pane ! loa lesser extent this is true of diseases 
rae uch as scabies and impetigo, but, in general, 
es have Mee diseases are more apt to be seen from one 
re three weeks after onset. No education is 
Pely eeded with regard to pediculosis pubis, for 
Unite ldiers and civilians alike have a respect for 
re is disease entirely out of proportion to its 
imlessness, 
ices Uniortunately, the value one might expect 
rom routine monthly physical inspections has 
isiderec materialized. Theoretically, dermatoses 
pubis. uld be detected with ease at such inspections, 
yacteria ut actually they rarely are. This is primarily 


na, am ue to the disfavor with which this procedure 
1a show > viewed by medical officers, in consequence of 


soldier ich the inspection is rarely conducted with 
itagious HH the soldier completely nude, as required by regu- 
ous In ions. The “short arm inspection,” as it is 
ict SUp> nown, has become nothing more than a careless 
r, Baer wit tor penile lesions and discharges and has 
in large accomplished its objective. If conducted 
vill dis HM properly it is extremely valuable for the early 
) a con tection of various contagious diseases, since 
1 can be nly the fact that an abnormality exists needs to 
rophy- € recognized at the inspection, the actual diag- 
but has HJ nosis being left to a subsequent, more careful, 

raisal. The daily inspection of probable 


t R 


ntacts following the detection of a contagious 
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disease in a command is much more successful, 
even if conducted by nonmedical personnel. 

Progress in the prevention of various types 
of fungous infections of the feet has not been 
striking. The recent observations of Sulzberger, 
Baer and Hecht® cast considerable doubt on 
their contagiousness and thus indirectly on the 
value of the foot bath, on which so much reliance 
has been placed. Careful instruction and super- 
vision in the proper bathing and drying of the 
toes might well accomplish more. It should at 
least prevent a large per cent of the intertrigos, 
generally diagnosed clinically as trichophytosis. 
in which no fungi can be found. Microscopic 
examination of all eruptions of the toes seen in 
the dermatologic clinic at Fort Belvoir revealed 
fungi in only about 50 per cent. The remaining 
50 per cent were probably simple intertrigos, for 
which proper cleanliness might well accomplish 
more than the foot bath. The bacterial infections 
do not seem to spread from soldier to soldier 
sufficiently to warrant consideration of any spe- 
cial prophylactic measures, and __pediculosis 
corporis has so far caused little trouble in the 
United States. Unfortunately, this will probably 
not hold true on foreign soil, and little is to be 
expected of the old time delousing methods. 
Whether the newer methods of prophylaxis will 
be more successful remains to be seen. 

Diseases Not Requiring Treatment.—The 
military dermatologist must of necessity adopt a 
different set of standards than the civilian 
specialist in determining the necessity for therapy 
in cases of certain diseases. In civil practice 
the most harmless dermatosis must receive atten- 
tion if the patient is sufficiently concerned to 
seek medical aid. In the service, however, cos- 
metic impairment is of secondary importance and 
the repeated treatment of diseases which are 
harmless and not disabling is not justified. It 
is necessary to resist the temptation to duplicate 
civilian practice and treat only such conditions 
as military necessity dictates. 

Among the diseases which in general do not 
merit extensive treatment in wartime are pso- 
riasis, mild acne vulgaris, lichen simplex chroni- 
cus, pityriasis rosea, lichen planus of limited 
extent and alopecia areata. Soldiers may report 
for such diseases out of genuine concern, 
curiosity or desire to miss a few hours of duty 
or because of the consciousness of disease pro- 
duced by lectures on hygiene, physical inspections 
or close living conditions. Treatment must not 
be refused without a careful explanation to the 
patient of the reasons for the refusal, this ex- 
planation amounting in many instances to a 
patriotic “pep talk.” Difficulty will be encoun- 
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tered only rarely, however, as most soldiers are 
satished to learn that they have a harmless disease 
which either has no specific therapy or, as in the 
case of pityriasis rosea, is self limited. The re- 
maining few must either be treated, if their resis- 
tance to the no-treatment policy is out of genuine 
concern, or dealt with firmly, if they fall into 
the “gold-bricking” class. With a little experi- 
ence these two groups can be readily dis- 
tinguished, and the patient who will ultimately 
require treatment need never be told that his 
dermatosis does not merit therapy. 

I have adopted certain general policies which 
| think are worth some consideration. Pityri- 
asis rosea, for example, is treated with a single 
generalized exposure to ultraviolet radiation sutfi- 
cient to produce a substantial erythema. This re- 
duces the duration of the disease about half 
without any further loss of time, since the treat- 
ment can be given at the same visit required 
for a diagnosis. Uncomplicated lichen simplex 
chronicus and alopecia areata are usually not 
treated. Chronic psoriasis is not treated unless 
the patient desires to use local medication and 
return for observation not oftener than every 
second or third week. ‘This satisfies the large 
majority of men with psoriasis, who usually 
report only for such local therapy or to ascertain 
whether the Army has discovered any new cure 
for the disease. The men with milder forms of 
acne are handled in a similar fashion, with 
exceptions being made for patients receiving 
therapy at the time of their induction. Most of 
these soldiers have been told by their induction 
boards that therapy will be continued by the 
\rmy, and the bitterness caused by refusal would 
be far out of proportion to the time lost from 
training. If possible, the treatment started by 
the civilian physician should be continued, in- 
cluding completion of a course of roentgen 
therapy. By giving doses of one-half skin unit 
every second week instead of weekly quarter-unit 
doses the dermatologist will reduce lost time to 
a minimum. 

There are, of course, other dermatoses that 
will not require treatment, just as there are 
many soldiers who cannot be managed by any 
general policies. The patient who never once 
sought treatment as a civilian for a harmless 
dermatosis of years’ standing can be annoying 
to the point of exasperation, and the soldier who 
has an incurable dermatosis but has decided it 
is the Army’s business to cure him is a problem 
all in himself. Fortunately, such men are in the 
minority, and usually little resistance will be en- 
countered to the aforementioned no-treatment 
policy. 
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TREATMENT 


Diagnostic and treatment facilities a: 
hospitals are at present adequate. Sey lif. 
ferences from civilian practice must be ex) ecte 
not so much because of lack of such facilities 
because of the dispersal of them. ‘The 
dermatologic clinic will certainly lack a: 
machine and will probably not have it: owy 
ultraviolet ray lamp, surgical diather: 
paratus or microscope. These modalit: 
be available, but the roentgen ray mac! 
be located in the x-ray department, the 
violet ray lamp in the physical therapy build: 
the diathermy apparatus in the operating roo) 
and the microscope in the laboratory. De; 
matologic instruments such as biopsy punches 
comedo extractors and dermal curets are ; 
provided, but adequate substitutes for the curets 
can be found and the others may occasional 
be purchased from special funds. Biopsy speci 
mens may be prepared, cut and _ stained 
laboratory, depending on the availability oj 
experienced technicians; but in any event t! 
can be submitted to the Army Medical Museum 
Radium is supplied only to general hospitals 


It is possible in some instances ty obtan 
greater centralization of dermatologic facilities 


and thus more closely approximate a comparab) 
civilian clinic. This was true at Fort Belvo: 
early in 1943 and was brought about by acquisi 
tion of a microscope and diathermy apparatus to 
the clinic itself and arrangements for a certai 
measure of control of related sections. Thus 
while roentgen therapy was administered by th 
roentgenologist, the intervals and dosage wer 
determined by the dermatologist. Biopsy speci 
mens were prepared in the laboratory, but th 
diagnosis was subject to my approval befor 
becoming official. On a similar basis, the ultra- 
violet therapy section of the physical theraps 
department, while nominally under the control 
another officer, was actually under the super 
vision of the dermatologist. 

The arrangement for diagnostic and thera- 
peutic procedures within the clinic itself and 
with the laboratory, pharmacy, roentgenologi 
department and physical therapy section shoul’ 
always be such as to reduce lost time 
minimum. The temptation to set aside cet 
hours and days for special procedures, suc 
removal of small growths, must be avoid 
the assisting staff must be trained to prepat 
once for any type of diagnostic or treatment 
measure. Arrangements should be made wit 
other departments, if possible, for the tr 
of referred clinic patients during any norm 
hour. In this manner a patient referr 
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rosea plus an incidental wart can have 
desiccated, blood taken for a Wasser- 

and ultraviolet irradiation given, all 
me morning or afternoon. If arrange- 
this nature are not made, such a patient 
ihe morning of one day may have to 


‘ym that afternoon for the ultraviolet ray 


nt, the following morning for the Was- 
test and two or three days later for 
m of the wart. The setting aside of 
| hours and days for certain types of treat- 
is some advantages, but it defeats one of 
rime objectives of military medicine, the 
juction of lost man days to a minimum. 
he supply of drugs and vehicles is generally 
adequate for dermatology than for other 
‘hes of medicine. This is especially true 
regards ointment bases and is probably due 
the failure of the Army to take cognizance of 
recently recognized value of such bases. 
lance must be placed on petrolatum, hydrous 
| fat, zinc oxide ointment and rose water 
‘ment, because certain of the ingredients 
essary for making emulsion bases and vanish- 
creams are not supplied. Wet dressings 
onsist essentially of solution of boric acid 
{ potassium permanganate, and many other 
mon dermatologic agents, such as_ stearic 
tragacanth, anthralin (dihydroxyanthra- 
_cuprex and soap substitutes, are not avail- 
\ formulary can be prepared, however, 
is fairly adequate, although perhaps not 
lequate or as pleasant as that employed in 


lian practice. 
“Manual of Dermatology,” ? recently pre- 
by Pillsbury, Sulzberger and Livingood 
ne of the military medical manuals issued 
er the auspices of the National Research 
uncil, has been excellently written and should 
ve of distinet benefit to medical officers in 
It has one fault, however, in that it 
lovs in its formulary many items not on the 
ical supply list. Such items are not ordi- 
obtainable by medical units within the 
( States and almost certainly not on foreign 
Medical officers not experienced in der- 
logic therapy may find some difficulty in 
ing satisfactory substitutes for these drugs. 
iy the medicaments included in this 
lary which are not on the medical sup- 
are bentonite, ethyl aminobenzoate, 
um citrate, acetic tincture of larkspur, 
acid, sodium lauryl sulfonate, steryl al- 


cetyl alcohol, dihydroxyanthranol (an- 


“ralin or cignolin), chlorohydroxyquinoline, 


nzo\| peroxide, oil of thyme, vioform powder 
| cuprex. The probable explanation for the 
of these items is that funds are avail- 
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able for the purchase of drugs not listed in the 
supply table which are needed in emergencies to 
save life or relieve suffering. .\ liberal interpre- 
tation of this clause at some stations will permit 
the purchase of such drugs. However. since 
they are not obtainable at many posts and 
probably not on foreign soil, a formulary based 
on the actual supply table would be less con- 
fusing and more practical. 

special military therapeutic problem is 
presented by eruptions of the feet. The impor- 
tance of good feet to a soldier needs no elabora 
tion, vet it must not be supposed that chronic 
eruptions of the feet necessarily require rejection 
of an inductee. Many positions are available in 
the Army which do not require excessive use 
of the feet, such as those of cook, clerk and 
chauffeur. As previously indicated, a limited 
service status may be directed for such soldiers, 
provided the disease is not completely incapaci- 
tating and will not require such prolonged and 
frequent treatment as to make the patient value- 
less as a soldier. 

Of the diseases peculiar to the feet, tungous 
infections are undoubtedly the most common. 
The majority of these are seasonal, are not 
incapacitating and rarely require any special 
consideration. The treatment is not much dit- 
ferent than that in civil life, patients with the 
milder infections being treated as outpatients 
and the more severely infected ones hospitalized. 
\s is frequently the case with diseases which 
have no specific therapy, every infirmary sur- 
geon will have his own “cure,” and only the 
men with severer infections and those tor whom 
treatment has ended in failure will reach the 
dermatologist. Men with infections due to Tri- 
chophyton purpureum present a problem, since 
their resistance to treatment theoretically makes 
them a continued source of infection to other 
soldiers. There is, however, no proof that this 
condition is contagious, and, except in rare 
instances, the patients will be able to perform 
full duty. It is questionable whether treatment 
should even be accorded them. 

The eczematous eruptions of the feet rank 
next in importance. Limited service will often 
be required for men with this type of disease, and 
even then prolonged and frequent treatment will 
be necessary. Many will have to be discharged 
from the service, but it is difficult to describe 
just how severe an eruption must be before this 
is justifiable. Other eruptions which may neces- 
sitate discharge or limited duty include acro- 
dermatitis perstans, pustular psoriasis and 
keratosis palmis et plantaris. 

Hyperhidrosis of the feet with an attendant 


eruption, practically always limited to the heels 
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and sides, is rather commonly seen. Pillsbury, 
Sulzberger and Livingood? have referred to 
this condition as “symmetrical erythema,” but I 
prefer to call it “hyperhidrotic dermatitis.” 
There is no difficulty in obtaining a history of 
hyperhidrosis of years’ standing from these men, 
but the eruption usually appears first after the 
prolonged marching required in the Army. Ii 
such soldiers are permitted to remain on their 
feet, treatment will be uniformly unsuccessful. 
(on the other hand, the majority of the eruptions 
can be healed in twenty-four to seventy-two 
hours of hospitalization. Control of the hyper- 
hidrosis can then be attempted with recognized 
measures, emphasis being placed on use of 
aluminum chloride. Success is not always to be 
expected, and soldiers having frequent recur- 
rences will require reclassification. 

The role of the malingerer in military der- 
matologic practice is somewhat obscure, and 
information about it is more a series of impres- 
sions than of facts. Dermatitis factitia as such 
is rare, and, since most dermatoses have some 
visible proof of their existence, malingering 
might, as a first impression, be expected to be 
uncommon. Certain occurrences are striking, 
however, and may well represent varieties of 
malingering. The first type of persons suspected 
are the patients with minor localized lesions who 
complain of such severe itching and pain as to 
be unable to perform even simple duties. Most 
of these are plain malingerers, an occasional one 
belonging more to the group of psychoneurotic 
patients. The eruption in question is frequently 
lichen simplex chronicus, and investigation often 
reveals that the patient performed relatively 
arduous work in civil life without complaint or 
medical attention. Such soldiers can be ex- 
tremely annoying, since they have something 
visible to show their commanding officer, who all 


too frequently is not impressed with the :eq; 
officer’s explanation that an eruption of th 
nature could not cause the symptoms con)plajn, 
of. A somewhat less certain example of sali; g 
ering is the abnormal resistance to the: {py 5 
frequently encountered. The suspicion 
heightened when the subject has a curable ¢o; 
dition such as impetigo, which is resistant ; 
treatment in the outpatient department py: 
responds normally when the soldier is hospita 
ized. That the medicament is not used js a; 
parent from the fact that an ounce of ointme; 
lasts virtually indefinitely. On the other side 
the fence is the patient with mild acne of sever: 
years’ duration who never once sought aid as 
civilian but who insists on returning time an 
again until specifically ordered to réfrain fro, 
missing further duty time. The high per cer: 
of severe itching reported by men with psoriasis 
is also abnormal and definitely suspicious. 
Note.—The recent change in_ regulation: 
which eliminates the classification of limited 
service does not negate the foregoing discussio; 
of diseases necessitating a limited service status 
Since the physical standards for induction hay 
not been altered, the dermatoses discussed in this 
paper as permitting performance of limited ser 
vice only may be interpreted as those which meet 
the minimum standards for induction, althoug! 
probably requiring that their possessor be as 
signed to noncombat duty. Thus, an induct 
having a cutaneous disease which prohibits 
performance of combat duty but which permits 
performance of one of the many noncombat 
duties may still be accepted. He must, however 
be assigned to a specific duty which is not beyon 
his physical ability. The change is one o! 
nomenclature and procedure only, with n 
apparent alteration of the physical standards. 
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BLOOD VITAMIN 


A AND CUTANEOUS DISEASES 


THEODORE CORNBLEET, M.D.; 
FREDERICK STEIGMANN, 


HANS POPPER, 


M.D. 


M.D., 


AND 


CHICAGO 


he skin contains no appreciable vitamin A,’ 


» spite of the fact that the latter has an impor- 


nt influence on cutaneous structure and growth. 


odeed, all epidermal parts are affected by indi- 


t means through the metabolism of vitamin A. 


1 


yst how this action is accomplished is not 
nown, but some evidence points to active partici- 


sation of the liver in the process. The procedure 


: probably a complex one with at least several 


percussions. This surmise is strengthened by 
e various resulting forms that a single organ 


sich as the skin may show from vitamin A defi- 


ency and dysmetabolism. Thus it has been 


irly satisfactorily demonstrated that vitamin A 


etabolism in some way or another is associated 
ith such diverse morphologic forms as Darier’s * 


nd Devergie’s * diseases as well as xeroderma 


nd certain forms of lichen spinulosus. 


Balbi * 
und that generalized cutaneous eruptions are 
aracterized by a reduction of the vitamin A 


evels of the blood. The values were increased, 


nthe other hand, in patients with diabetes and 


ith xanthomatosis. He did not find any vita- 


in A in the tissue from xanthomatous lesions. 
linical observations point to the influence of 
ormones, probably from the gonads, on the 


rphologic changes wrought by vitamin A on 

e skin.’ In children there is usually a differ- 
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ent picture created by vitamin A deficiency than 
that found in adolescents. The latter normally 
have greater pilosebaceous activity, which shows 
itself in such forms as acne. 

It is not too much to expect a rapid develop- 
ment in understanding of how vitamin A metab- 
olism influences the skin because the chemical 
determination of vitamin A in the blood has 
been simplified to the point that it can be carried 
out in any clinical laboratory. There are pro- 
nounced variations in the vitamin A levels of the 
blood which characterize some diseases, apart 
from the decrease found after an insufficient 
quantity in the diet. The deficiencies that result 
from endogenous causes are more interesting and 
certainly more difficult to cope with than the 
simple ones found in patients on an improper 
diet. It would be useful if more knowledge 
were available about the governors of vitamin A 
levels in the body and the reciprocal relation 
existing between these quantities and specific 
disease states. In the work reported on here 
we have attempted to explore this partially 
unknown field, especially as it pertains to der- 
matology. 


VARYING THE VITAMIN A 


LEVEL 


FACTORS 


In a previous publication ® the various factors 
which may determine the vitamin A level were 
fully discussed and are here briefly reviewed. 

1. Influence of Dietary Intake.—Although the 
social and economic stratum has some influence 
on the vitamin A level, a lack of vitamin A in the 
diet for only a short time will not produce appre- 
ciable changes in healthy adults. 

2. Intestinal Absorption of Vitamin A.—Faulty 
intestinal absorption will lead to low plasma 
vitamin A level, as evidenced by the conditions 
usually associated with disturbances of intestinal 
function. 

3. Increased Requirements for Vitamin A by 
the Body.—Although an increased requirement 
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& Syph. 48:1 (July) 1943. 

6. Popper, H., and Steigmann, F.: The Clinical 
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for vitamin A is theoretically possible under 
certain conditions, its actual occurrence is de- 
batable. 

4. Disturbed Interaction Between Liver and 
Blood.—Normally, the liver regulates the vita- 
min -\ level of the plasma. When the liver is 
damaged, this regulatory mechanism is disturbed 
so that there may be a low level of the vitamin 
in the plasma in the presence of high hepatic 
stores. 

3. Miscellaneous Factors ——Vitamin FE as an 
antitoxidant has recently been considered im- 
portant in the vitamin A metabolism. The 
concentration of lipids in the blood has been 
considered as influencing the plasma vitamin A 
level. 
MATERIAL 


METHOD AND 


The levels of vitamin A in the plasma of 55 patients 
with various dermatologic diseases were determined 
With use of the Carr-Price reaction according to the 
method ot Kimble.“ The readings were made either 
with the photoelectric colorimeter or with copper 
sulfate standards according to a modification of the 
method of Josephs.» The two methods of reading 
checked satisfactorily." The values presented in this 
communication are expressed in micrograms. 


Carotene also reacts with antimony trichloride, and 
many investigators take this into consideration in 
calculating the values for vitamin A. The color due 
to the presence of carotene, however, develops much 
more slowly than that from vitamin A. Furthermore, 
various carotenoids, especially in certain disease states, 
probably contribute to the color ascribed to carotene 
alone. We therefore have not revised our values for 
vitamin A, which the usual assumption for the presence 
of carotene would demand. 

As stressed previously, the vitamin A level depends 
on the social and economic stratum. 

In a previous study® we found that in 65 hospital 
controls (patients with fractures, hernias, compensated 
cardiac conditions and arthritis) from a similar stratum 
the vitamin A level of the plasma was 9 to 95 micro- 
grams, with an average of 32 micrograms, and _ the 
carotenoid level of the plasma between 5 and 135 micro- 
grams, with an average of 59 micrograms. The sub- 
jects in this study were of an identical social stratum. 
One determination of the plasma vitamin A level was 
considered significant, since it was shown that in normal 
persons and in hospital controls no significant variations 
were encountered during the day and over a period of 
several days. 

RESULTS 
Almost all the patients with dermatologic dis- 
eases studied had plasma vitamin A levels similar 
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to those shown by the larger group oi | 
ized subjects, who acted as controls. 
dermatologic group, there were only a 


Levels of Vitamin A and Carotenotd in the 
Patients with Dermatologic Diseases 


Blood 
Micrograms 


Vitamin A Carot 


42.4 
90.5 
Molluscum contagiosum................... 40.6 
42.4 
21.0 
42.4 
58.4 
58.4 
Seborrheic 53.0 
42.4 
55.9 
56.: 
Syphilis of central nervous system........ 34.4 
23.9 
31.8 
27.5 
29.2 
21.0 
Diffuse atrophy of the skin................ 41.9 
Old syphilis Wassermann fast............. 57.3 
66.7 
23.3 
Disseminated lupus erythematosus........ 10.6 
9.5 
30.8 
41.4 


Pustular bacterid of hands................ 41.9 


levels. Two of them were found in the patients 
with disseminated lupus erythematosus and 
third in a patient with Devergie’s disease. 
had 


patient who had Darier’s disease also 
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W 
43.0 57 
63.6 138 
43.6 8 
62.5 
57.4 
41.4 
Impetiginized dermatitis................... 26.5 { 
42.0 4 
is 
‘ 
4 
5 
4 4 
l 
144 
133 
2] 
69 
24 
14.8 of 
44.0 
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vitamin 
cess Was isolated and limited. 


r patients. 
sso connected with lipid metabolism, seems to 
ww moderately elevated levels for vitamin A 
| mixed ones for carotene. 


‘re olten hyperactive. 
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lasma vitamin A level. The levels for 
substances were normal, except that 
nt who had pruritus. 


COMMENT 
eral, there was little evidence found to 
dermatologic conditions influence or 
nced by vitamin A levels of the plasma. 
‘rer for the great majority of subjects 
n the ranges found among a large num- 
spitalized subjects. All of the subjects 
m the same social and economic stratum: 
ie larger group in the hospital served 
ely as a control for the persons with 
us changes. 
majority of patients with acne had gen- 
juantities of vitamin A, except 1 whose 
were deep and pustular. It was shown 
that the levels of vitamin A 
erol in the blood do not necessarily run 
Sut vitamin A levels may have a 
relationship with blood lipids other than 
terol: Sutton’! has pointed out that 
fractions should be the target at which 
apy should aim. Lowered values were noted 
where when the subject had a widespread 
dermic process, as in the one with widespread 
Pyogenic processes 


and of 


inized dermatitis. 
elves, however, are not necessarily en- 
te on vitamin A-deficient states. The man 
a pustular folliculitis showed normal values 
A and carotene, but his pyogenic 


Psoriasis has been suspected of having some 
i] ramifications, but abnormalities of the vita- 


and carotene levels were not present in 
Xanthelasma, on the other hand, 


The increase of 
in \ in the blood of subjects with this 


usease is probably a passive change that results 


the increased quantity of lipids. The latter 
as a vehicle for the fat-soluble vitamins. 
be worth while, however, to pursue 


urther the question of vitamin A in the xantho- 


cs. In seborrhea, too, there is a link with 
in patients with this disease the oil glands 
There were liberal quan- 
vitamin A present in our patients with 


ndqvist, T.: Studies on Vitamin A in Man, 
1. Scandinay., 1938, supp. 97, p. 1. 

itton, R. L.: Acne Vulgaris—Pustular Lipoid- 
sis, South. M. J. 34:1071, 1941. 


irleton, A., and Steven, D.: Keratosis Follicu- 


h. Dermat. & Syph. 48:143 (Aug.) 1943. 
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VITAMIN A 


this disease, but not to the same degree as in 
those with xanthelasma. 

Was it a mere accident that the patient who 
had a moniliasis and widespread moniliid showed 
It is difficult to see 
between the 
with 


a large vitamin A value? 
what natural connection 
two phenomena. Yeasts 
sugars, and the latter so far have not been asso- 
ciated with vitamin A metabolism. Nor was 
there anything noteworthy seen in one form of 
monilial infection, erosio interdigitalis saccharo- 
mycetica. In patients with this infection the 
values were normal. Only 1 patient, with pru- 
ritus, showed an abnormal condition in the form 
of a high value for carotenoids. Besides this ele- 
vated level the patient’s blood had a high icterus 
index. It is probable, therefore, that the jaun- 
dice accounted for the itching, and that the high 
carotenoid value was coincidental. Uncomplicated 
carotenemia does not ordinarily produce pruritus. 
and, besides, high levels of carotene have pre- 
viously been seen to accompany jaundice. 


there is 


are associated 


There are collateral signs of hepatic implica- 
tions in the toxic process bringing about thie 
syndrome of lupus erythematosus disseminatus. 
The liver is the focal site for the metabolism of 
vitamin A. It appears, therefore, to be a logical 
result that vitamin A should be reduced in per- 
sons who are ill of this disease. It seems some- 
what significant also that with clinical improve- 
ment there is a parallel rise in the vitamin A 
stores. The relationship is not simple and may 
even be coincidental, for we have administered 
liberal quantities of vitamin A but this did not 
quickly induce higher blood levels of the vitamin. 
A patient with exfoliative dermatitis due to a 
form of lymphoblastoma was the only one of his 
group with a lowered vitamin A level. It 1s 
probable that this single change had nothing to 
do with the exfoliative state, since two other 
scaling subjects displayed normal vitamin A 
levels. The lymphoblastomatous background 1s 
the more likely explanation. 

A boy with pityriasis rubra pilaris of several 
months’ duration had little vitamin A in his 
blood. This is in keeping with previous obser- 
vations.* The patient had an adequate supply 
of carotene; hence he evidently did not have an 
absorption problem but rather one of utilization 
or transformation. Another syndrome which 
others have found linked with reduced values for 
vitamin A in the blood is keratosis follicularis.’” 
Our patient, on the contrary, had normal values 
for vitamin A and carotene. Others, too, have 
found normal blood levels for vitamin A in 
Darier’s disease.’ This is not to gainsay a 
connection between the cutaneous change and 
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vitamin A, but the relationship is evidently not 
just a simple quantitative phenomenon. 


SUMMARY 
Determinations of the vitamin A and carotenoid 
levels of the blood plasma of patients with a 
number of diverse cutaneous diseases revealed 
that except for a few patients there were no 
characteristic deviations from the levels of hos- 
pital controls. 


One patient with Devergie’s diseas 
rather low level of vitamin A in the b! 
a normal level of carotenoids; 1 pati 
Darier’s disease had a normal blood 
vitamin A. Two patients with disseminat 
erythematosus showed rather low levels 
min A in the blood but it was felt that th 
flected, undoubtedly, the general depres. 
bodily functions in this disorder. 
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SUCCESSFUL USE OF ROENTGEN RAYS 


RINGWORM OF THE SCALP 


TO EPILATE LOCAL AREAS OF INFECTION 


GEORGE M. LEWIS, M.D, ann MARY FE. HOPPER, M.S 
NEW YORK 


st dermatologic departments, roentgen 
is routine treatment for the resistant 
tinea capitis. The usual five exposure 
ame into use prior to the discovery that 
nfected with fungi are fluorescent when 
under filtered ultraviolet irradiation. 
wn that some spreading of the infection 
exposure to roentgen rays is apt to 
particularly during the third week. It is 
requent observation that minimal lesions, 


table under the Wood light, may not be 


ty 


r¢ 


y recognizable. Because of these facts 
aditional five exposure method has here- 
been retained as standard procedure, 

MacKee? has stated that “for various 


ns it is preferable at times to limit the treat- 


t to one or more circumscribed areas.” It 
red to us that the five exposure method 


tern 


ot be necessary in cases of localized 
provided the localization was accurately 
ined by examination under filtered ultra- 


et rays and provided a technic was evolved 


pre 


‘vent further spread during the three week 


11 
ai 


etween the treatment and the defluvium. 


following technic was found successful for 


patients so treated. 


METHOD OF TREATMENT 


hen the initial examination under filtered 
raviolet irradiation shows that the infection 


the 


scalp is limited and not diffuse, we cut the 


eased hair (including a margin around the 


), shave the area and after a specimen has 


n taken for culture apply adhesive plaster and 


e 


it on for one week. If it becomes detached, 


‘e parents are instructed to shave the area and 


new adhesive plaster. No shampoo is 


ved during this week. The purpose of the 
usive dressing is to prevent spread of the 


At the end of the week the culture 


reveal the responsible micro-organism, and 
‘amination under the filtered ultraviolet 


show if any spread has occurred. If 


\ided by a grant from the John and Mary R. Markle 


rante 


the New York Hospital, and the Department 
ine (Dermatology), Cornell University Medical 


icKee, G. M.: X-Rays and Radium in the 
t of Diseases of the Skin, ed. 3, Philadelphia, 
‘ebiger, 1938, p. 471. 
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the organism is Microsporon audouini, if spread- 
ing has not occurred and if the infection is not 
deemed suitable for topical therapy because of 
its prior use or because of lack of reaction of 
the patient to trichophytin, we mark out the 
limits of the infection with a skin-marking pen 
cil while observing the scalp under filtered ultra 
violet rays. An epilating dose of roentgen rays 
is then given to the affected area. When there 
are small infected areas nearby, they are included 
in the exposure. Adhesive plaster is then reap- 
plied. It should be left on most of the time, the 
exact time varying with the amount of cutaneous 
reaction elicited by the adhesive material. We 
usually instruct the mother to remove the plaster 
for several hours during the day. An ointment 
containing 5 per cent ammoniated mercury is 
always applied when the adhesive plaster is 


Preparation of the patient for roentgen treatment: 
The hair in and around the infected patches has been 
clipped and shaved, and the infected sites have been 
outlined with a marking pencil; adhesive plaster is 
applied for one week before treatment and is kept on 
most of the time following the exposure to roentgen 
rays. 


removed, and the scalp is covered with a linen 
cap. The same or a similar preparation may 
be rubbed through the entire scalp once daily to 
further discourage spread of the disease. The 
child is seen again after two weeks. At this visit 
some of the infected hairs may be epilated with 
forceps. A thorough examination is also made 
to ascertain that no new lesions have developed. 
Three weeks after the epilating dose of roentgen 
rays, the child is again examined. Asa rule, most 
of the diseased hair is epilated when the adhe- 
sive plaster is removed, and the remainder is 
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usually loose and can be disposed of by manual 
epilation. If any infected hairs remain, the rou- 
tine is continued until there is no evidence of 
infection. We do not discharge a patient until 
two examinations two weeks apart have shown 
no new lesions. 

RESULTS AND COMMENTS 

We have used this method of treatment in 14 
cases with complete and satisfactory healing 
in 12. The average time for cure was just over 
three weeks following the roentgen irradiation. 
In 2 cases, final cure was obtained, but with diffi- 
culty. In 1 a spread accompanied by an inflam- 
matory reaction was thought to have been 
induced by the roentgen rays, and ten weeks 
elapsed before cure was obtained. The other 
poor result was thought to be due to an under- 
exposure to irradiation. This patient was also 
sensitive to adhesive plaster to the extent that 
decided inflammation resulted. 

The advantages of this technic are: 1. Cure 
is rapid because of the use of roentgen rays. 
2. Further spread is prevented by application 
of adhesive plaster and other local remedies. 
3. Loss of hair is limited to a local area (vanity 
angle). 4. Administration of roentgen rays to 
one or two areas involves less danger than is 
involved when the method of Kienbock and 
Adamson is used, involving as it does the dangers 
of overlapping of exposed areas. 5. The method 
is a time saver, since the roentgen treatment may 
be administered in a fraction of the time neces- 
sary for a complete epilation. 


At present there is an increased inci 
tinea capitis (virtually amounting to an ey; 
demic) throughout the city of New York \yiy 
increased vigilance, in most of the new cas. 
the lesions are of only short duration and a; 
consequently limited to one or a few area. 1) 
occiput is the usual site. It has been foyn) 
that these lesions may be successfully treate: 
by the method outlined in this communicatio; 
Among other advantages it may be stressed thy: 
the administration of roentgen rays is simplified 
and that more patients may be treated duri: 
a given time. This is particularly importan: 
at present, when the facilities for the administr; 
tion of roentgen rays have been overtaxed. ‘| 
method outlined in this paper is not advocate: 
for use when the infection of the scalp is exten. 
sive or disseminated. 


SUMMARY 


For use in selected cases of tinea capitis local- 
ized in one or a few areas, a method of treatment 
is described in which the hair in the local site ; 
epilated with roentgen rays after the fluorescent 
area has been outlined by an indelible or ski: 
marking pencil. Adhesive plaster is applied for 
week before and for most of the time aiter treat 
ment until cure has been obtained. The enti: 
scalp is carefully examined under filtered ultra 
violet rays at frequent intervals, in order 1 
determine that no further spread occurs. |’romp: 
and successful results were obtained irom th 
treatment in 12 cases. In 2 other cases, complica 
tions prevented rapid cure. 
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sme bismuth alone is given. 
n weeks, two injections of mapharsen are given 


talization 
taiter his release to duty he was treated for 


ttendance. 


PRIMARY SYPHILIS TREATED BY 
MAPHARSEN 

BASILAR MENINGITIS WITH 
MAJOR GERARD A. 


MEDICAL CORPS, ARMY 


\ program for the treatment of early syphilis 


Jopted by the United States Army consists 
‘a twenty-six week course of combined therapy.' 


e the first five weeks two injections of 
pharsen (0.06 Gm. each) and one of bismuth 
ysalicylate (0.2 Gm. each) are given each 
ek. For the next five weeks the injections 
hismuth are suspended and mapharsen is 
en twice weekly. Then the use of mapharsen 
discontinued for five weeks, during which 
During the final 


week, and for the last six weeks of this 


eriod weekly injections of bismuth subsalicy- 


are given also. At the end of the twenty- 


vx weeks, therefore, the patient has received 
rty injections of mapharsen (totaling 2.4 Gm. ) 
ad eighteen of bismuth subsalicylate (totaling 


46 (am. ). 


The patient whose case is reported came to 
hospital a few weeks before the aforemen- 


noned standards for therapy were established ; 
nce there was a slight variation in the treat- 
ent he received. During three weeks of hos- 


he received treatment as outlined, 


en weeks with single doses of mapharsen: 


tereaiter he received regular therapy except for 


interval of ten days between injections of 


« bismuth compound, the only irregularity in 


In thirty weeks he received forty- 
injections of mapharsen (totaling 2.52 Gm. ) 


nl twenty-two of bismuth subsalicylate (total- 
g4.4Gm.). 


It had been planned to give three 
injections of the bismuth salt, but just as 
routine therapy was completed he was 

ught into the psychiatric ward acutely ill and 

ioundly agitated. 
REPORT OF A CASE 
{ 22 year old white soldier was admitted to the 
venereal disease on July 20, 1942, presenting 
arge ulcer (1.5 cm. in diameter) on the ventral 
te { the midshaft of the penis. This was 
‘rated and painless. There was bilateral inguinal 


“enopathy consisting of discrete, firm, painless nodes. 
‘epeated daily dark field examinations of the penile 


n tailed to reveal Treponema pallidum, which may 


‘ve been due in part to the use of a mercurial oint- 
‘it hetore his admission to the hospital. 


The Kahn 


Circular Letter No. 74, War Department, Office 
Surgeon General, Washington, July 25, 1942. 
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TWENTY-SIX WEEK COURSE OF 


AND BISMUTH 


NEURORETINITIS DEVELOPING DURING TREATMENT 


Dre OREO 
OF THE UNITED STATES 
serologic test for syphilis elicited a negative reaction. 
On his ninth day in the hospital dark field examinations 
of material aspirated from the inguinal nodes were made 
and many typical spirochetes were found. A second 
Kahn test, on this same day, was found to elicit a 
positive reaction (40 units), and the Wassermann re- 
action (Kolmer modification) the following day was 
likewise positive. Combined mapharsen and bismuth 
therapy was started, and no Jarisch-Herxheimer re- 
action was noted after the first injection of the arsenical. 
Injections of mapharsen (0.06 Gm.) twice weekly and 
single administrations of bismuth subsalicylate were con- 
tinued, with no untoward reactions. The chancre 
healed in eighteen days, and the lympadenopathy under- 
went involution about the same time. There were no 
complications, and the general condition of the patient 
was satisfactory ; he was released from the hospital after 
he had received 360 mg. of mapharsen and four intra- 
muscular administrations of bismuth, to continue therapy 
in the outpatient clinic for persons with syphilis. For 
seven weeks (from August 28 to October 10) weekly 
treatments of mapharsen were given. Thereatter the 
semi-intensive form of therapy (twenty-six week course) 
was authorized, and twice weekly treatment was again 
instituted. The aforementioned outline for therapy was 
then strictly adhered to except for the previously 
mentioned interval of ten days between two injections 
of the bismuth compound; otherwise there were no 
lapses from treatment. 

The course of events progressed satisfactorily. The 
serologic reactions never became strongly positive (a 
titer of 40 Kahn units was the maximum), and they 
displayed an early tendency toward reversal, dropping 
to 10 units after but three weeks, and were reported as 
“negative to doubtful” after twelve weeks. By the 
twentieth week of treatment, both the Wassermann and 
the Kahn reaction had reversed. On Feb. 2, 1943 an 
examination of the spinal fluid was made; the Wasser- 
mann reaction was negative in amounts of 0.1, 0.25 and 
1 ce.; there were no cells, and the colloidal gold curve 
was normal. The amount of globulin was reported as a 
“heavy trace.” 2 Inasmuch as a heavy trace of globulin 
is not uncommonly reported in many normal spinal 
fluids, no particular significance was attached to its 
presence in the absence of pleocytosis. A complete 
physical and neurologic examination was made, and no 
abnormalities of any nature were observed. The visual 
fields were normal. A roentgenogram of the chest and 
great vessels showed no abnormalities. The patient 
continued the outlined course of treatment, and when 
seen on April 6, on which day he received his fortieth 
injection of mapharsen, he seemed alert, healthy and 
without complaint (though it was learned later that he 
had a slight headache, which he attributed to “eye- 
strain” but thought not severe enough to mention). 

On April 8, 1943 a severe occipital headache de- 
veloped, and it became progressively more intense. Eight 

2. The manner of reporting globulin in the laboratory 
of this hospital is as follows: negative, slight trace, 
trace, heavy trace, positive (1, 2, 3 and 4 plus). 
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days later the patient reported at sick call in a highly 
excited state, coniused and argumentative, irrational 
and disoriented. He was brought to the hospital and 
admitted to the psychiatric department. Examination 
showed a well developed, well nourished, vigorous man 
who appeared profoundly ill, mentally confused, highly 
excitable and irrational and complained of severe head- 
ache and dizziness. His temperature was normal; his 
breathing was exaggerated. The pupils were equal and 
regular and reacted to light and in accommodation. 
There was a slight internal strabismus of the left eye. 
The fundi showed bilateral papilledema of 3 to 4 D.; 
the optic disks were indistinct and were covered with 
an exudate. The fundic veins were dilated, and the 
entire retina was hyperemic. No hemorrhages were 
noted. The patient could not distinguish even the larg- 
est letters on the Snellen chart; the images that he 
could perceive were blurred and “double.” The re- 
mainder of the neurologic examination revealed nothing 
unusual except a slight tremor and some hesitation in 
the performance of the tests of coordination. In the 
next few days the aforementioned signs and symptoms 
became increasingly severe: the weakness of the left 
lateral rectus muscle became pronounced, and there was 
a similar disturbance obvious now in the right as well; 
flame-shaped hemorrhages were visible at this time in 
both retinas. On his sixth day in the hospital moderate 
stiffness of the neck was noted. At no time was there 
any unconsciousness, though because of the irrational 
and excited state frequent sedation was needed. The 
Kahn serologic reaction was negative. A spinal punc- 
ture was performed on April 20; the fluid contained 
441 cells and gave a colloidal gold curve of 445532 1- 
211. No Wassermann test was reported; therefore a 
second specimen was obtained the next day, which 
revealed 434 cells, 7 per cent polymorphonuclear leuko- 
cytes and the remainder lymphocytes. The Pandy 
reaction was strongly positive, and the colloidal gold 
curve was 4455431221. The Wassermann reaction 
of the spinal fluid was positive with 0.1, 0.25 and 0.5 cc. 
and anticomplementary with 1 cc. The Kahn serologic 
reaction was again negative. With a diagnosis of acute 
syphilitic basilar meningitis with neuroretinitis, the 
patient was transferred to the venereal disease section. 

On April 26, 1943, therapy with a Kettering fever 
cabinet was begun (hot humidified circulating air type). 
While the fever was at its height neoarsphenamine 
(0.3 Gm.) was given. Immediate improvement followed 
the first treatment with hyperpyrexia; the headache 
almost entirely disappeared; the diplopia lessened, and 
the strabismus was noticeably improved. During the 
second and in the subsequent periods of fever 0.6 Gm. 
of neoarsphenamine was used. Five days later, after 
the second period of induced hyperpyrexia, the stra- 
bismus and diplopia had entirely disappeared. Subse- 
quent fever treatments were given at intervals of four 
to six days. During the fourth session, the patient 
exhibited signs of exhaustion and shock that were not 
safely controlled by the usual means; intravenous in- 
jections of saline solution and dextrose, plasma and 
stimulants were of little avail, and treatment was 
interrupted after three hours. Recovery from _ this 
untoward reaction was prompt after cessation of the 
hyperpyrexia. After a rest of thirteen days, artificial 
therapy was again resumed, and the patient tolerated 
six additional sessions, making a total of ten periods 
(fifty-eight hours) of fever with temperature in excess 
of 103.5 F. In the eleven weeks during which artificial 
fever was induced, with an average temperature of 105 
to 106 F., the patient had received thirteen injections of 
neoarsphenamine and five of bismuth | subsalicylate. 


Frequent checks made by the neurologic 
thalmologic consultants disclosed that the retina! hem, 
rhages had gradually subsided, leaving pigmented ay, 
at their site; the papilledema showed steady - 
ment and finally disappeared; the extraocular palsy y 
no longer demonstrable, and the visual fields and yj 
acuity returned to normal. The general picture was 
of steady, gratifying recovery. An examinatio. 
spinal fluid on May 14, after twenty-three F 
induced hyperpyrexia (eighteen days after hyperpyrey 
therapy was begun) showed this encouraging impr 1 
ment: Only 7 cells were to be found (3 lym; 
and 4 polymorphonuclear leukocytes); only a tr: 
globulin remained; the colloidal gold curve was 00 
210000, and the Wassermann reaction of th 
fluid had become negative in the 0.1 cc. am 
maining positive in the higher concentrations 
total protein content was 55 mg. per hundred 
centimeters. Both the Kahn and the Wasserman: 
tions of the blood (which had been negative before hys 
pyrexia was started) were retested. The Kahn 
action remained negative, whereas the Wassermar 
reaction had become positive. Two additional serolog 
examinations showed the same results, but a more recent 
serologic study (July 8) showed that the Wasserma 
reaction had reversed once more. A specimen of spit 
fluid taken on July 22 showed a somewhat lower c 
loidal gold curve (0012110000) and a slight ; 
crease in the titer of the Wassermann reaction, negat 
in 0.1 cc., as before, but doubtful in 0.25 cc. (thou 
it was still positive with 0.5 and 1 cc.). Fourt 
polymorphonuclear leukocytes and 2 lymphocytes wer 
reported. A trace of globulin remained. Whik 
the hospital, the patient gained about 14 pounds 
Kg.) ; he now weighs 149 pounds (67.6 Kg.). Ther 
is no evidence of any neurologic abnormality, 
his mental status is normal. He has been discharg 
irom the hospital to continue treatment in the ou! 
patient clinic. 


COM MENT 


The patient has been under my observati 
since July 20, 1942, when he had seropositi 
primary syphilis confirmed by dark field exami 
tion. He received regular combined therap) 
twice weekly intervals, except during sev 
weeks when he received: single weekly injectiong 
of mapharsen. In the thirtieth week of theray 
after a total of forty injections of marpharsen 
(2,400 mg.) and twenty-two of bismuth su 
salicylate, signs of severe, acute syphilitic basilay 
meningitis developed. Perhaps the one warning 
note was the low titer of the serologic reaction 
early in the disease and the speed with which 9 
began to decrease, with complete reversal in three 
months. In the light of the unfortunate relaps¢; 
the serologic reactions must be interpreted 
a result of poor immunologic response rathe 
than of prompt therapeutic effect. The persi> 
tently negative Kahn reaction and the only tem 
porary relapse of the Wassermann reaction int 
‘ace of an almost overwhelming meningeal 
volvement may be further expression of a lack © 
immunity. Fever cabinet therapy combined wit" 
administration of neoarsphenamine has resulte! 
in clinical recovery and satisfactory improvemen 
of the condition of the spinal fluid. 
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ented areal \TION OF LUPUS ERYTHEMATOSUS AND THYROTONICOSIS IN 

BROTHER AND SISTER 

are ma ERWIN P. ZEISLER, M.D., ann SAMUEL M. BLUEFARB, M.D. 

ition of t CHICAGO 

yperpyr e llowing 2 cases are being reported ment. In 1918 symptoms of a thyrotoxicosis dey eloped 
iS Improy ayse of the rarity of lupus ervthematosus and a thyroidectomy was performed. Her basal meta- 
y! vt bolic rate in May 1943 was — 12 per cent. 

a ated with thyro ORICOSIS Physical examination disclosed a well developed 
was 0012 nts are brother and sister. woman who was extremely nervous but apparently in 
t! good health. The skin over the malar area showed 
‘mi REPORT OF CASES healed atropic patches. On the scalp over the right 
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{. L., an architect, was born in Chicago in 
During his childhood he had whooping cough, 
ia and scarlet fever. Thyrotoxic symptoms were 
ed in March 1925, and in November of the 
a thyroidectomy was performed. It became 
y to perform a subtotal thyroidectomy in June 
His basal metabolic rate on Dec. 12, 1938 was 
per cent and on Jan. 31, 1939 was — 23 per cent. 
' this low metabolic rate he has been taking 
rains (0.3 Gm.) of thyroid daily. At present his 
tabolic rate varies from —10 to + 10 per cent. 
1942, while he was on a vacation, the first 
of lupus erythematosus developed. Lesions 
| on the cheeks, bridge of the nose, forehead, 
the neck, shoulders and forearms. When he was 
en, the diagnosis was that of subacute dissemi- 
Under a regimen of treat- 
vhich included 1 grain (0.06 Gm.) of iodoform 
blet form twice a day orally and 15 grains (0.97 
f sodium thiosulfate intravenously once a week 
vered rather promptly. 
sical examination at that time disclosed a well 
but sim man who was not acutely ill. The patches 
‘pus erythematosus on his face were edematous and 
matous and covered with an adherent scale. The 
pressure was 124 systolic and 84 diastolic, and 
pulse rate was 78. The throat was not injected. 
eart and lungs were normal. The spleen and 
ere not palpable. 
latest laboratory data included a hemogram of 
r cent hemoglobin (12.8 Gm.), 4,810,000 erythro- 
ind 5,300 leukocytes, with polymorphonuclear 
ytes 48 per cent, lymphocytes 47 per cent and 
per cent. Urinalysis revealed no casts, 
albumin. A roentgenogram of the chest dis- 
ilar shadows. The peribronchial markings were 
normal range. There were a few small cal- 
is in the bronchial areas of both lungs. The 
tation rate by the Westergren method was 1 
iteen minutes and 3 mm. in forty-five minutes. 


2—M. S., sister of H. L., was born in Sweden 
“8. During her childhood she had measles, whoop- 
and chickenpox. At the age of 16 she had 

d at 17 “inflammatory rheumatism.” 
rythematosus first appeared in 1916 and was 
| to discoid patches on the nose, cheeks and scalp. 
reatment at that time consisted of ultraviolet irra- 
ind radium to the affected areas. The amount 
nt given is unknown, but the patient states 
was a definite local flare-up after each treat- 


tec § 


the Department of Dermatology, Northwestern 
Medical School, Edward A. Oliver, M.D., 


ear there was a silver dollar-sized erythematous patch 
of lupus erythematosus which was still active. The 
remainder of the physical examination revealed essen- 
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Fig. 1.—Family tree showing the relationship of thy- 
rotoxicosis and lupus erythematosus. 


tially normal conditions, and laboratory data, including 
a hemogram and results of a urinalysis, were within 
normal limits. 

COMMENT 


Since 1851, when Cazenave! wrote the his- 
torical paper in which he described the disease, 
the etiologic factors of lupus erythematosus have 
as yet remained unsettled. Some dermatologists 
believe the tubercle bacillus to be the important 
causative agent, whereas the majority of investi- 
gators in this field favor an underlying toxemia 
as the etiologic factor. 

As early as 1903 Galloway and MacLeod * 
called attention to the association of toxemia and 
lupus erythematosus. Their view was concurred 
in by Hartzell.’ It is our belief that in our 
cases the thyroid gland was a source of focal 
infection and that the toxemia from thyrotoxt- 
cosis was of a sufficient degree to activate the 
lupus erythematosus. It must be remembered 
that the parents of our patients had thyrotox1- 
cosis, and thus there was an inherited predispo- 
sition to toxic thyroid disease. This may have 
1. Cazenave, A.: Lupus erythemaeux, Ann. d. mal. 
de la peau 3:298, 1851. 

2. Galloway, J., and MacLeod, J. M. H.: Erythema 
Multiforme and Lupus Erythematosus: Their Relation- 
ship to General Toxaemia, Brit. J. Dermat. 15:81, 1903. 

3. Hartzell, M. B.: Lupus Erythematosus and Focal 


Infection, Arch. Dermat. & Syph. 2:441 (Oct.) 1920. 
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left the patients with a lack of underlying resis- 
tance to ward off any infection or toxemia such 
as lupus erythematosus. At any rate, one can 
only conjecture this possibility, because a review 
of the literature fails to disclose any evidence of 
the association of thyrotoxicosis and lupus ery- 
thematosus. In an article * on dermatoses asso- 
ciated with exophthalmic goiter no mention is 
made of lupus erythematosus. 

The association of lupus erythematosus in 
families is rare. The first report was published 
in 1901, when Rona * reported on a brother and 
sister with lupus erythematosus. Sequeira °® in 
1903 presented before the Dermatological Society 
of London two sisters, aged 10 and 7 years 
respectively, suffering from this disease. The 
older child had lesions on the cheeks, nose, ears 
and scalp. The disease had been present for 
two vears, and albuminuria had been present at 
the onset. In the younger child the lesions were 


4. Hyde, J. N., and McEwen, E. L.: The Derma- 
toses Occurring in Exopthalmic Goitre, Am. J. M. Sc. 
75: 1000, 1903. 

5. Rona, S.: Lupus erythematosus bei Geschwistern, 
Arch. 1. Dermat. u. Syph. 56:381, 1901. 

6. Sequeira, J. H.: Lupus Erythematosus in Two 
Sisters, Brit. J. Dermat. 15:171, 1903. 


confined to the flush areas of the checks a 
had been present for two months. There was , 
albuminuria. There was no history of tubere, 
losis in the family, and both children Wore fre 


from any evidence of tuberculous disease. Th. 
both suffered from blueness of the extremitic. 
and during the winter months from chilblaiy. 


In connection with his report on these childre; 
Dr. Sequeira remarked that he had unde 
observation two sisters of another family, age; 
respectively 28 and 26, both of whom suffered 
from discoid lupus erythematosus. In these case. 
also there was no evidence of tuberculosis } 
the patients or in their family and there wa 
never any albuminuria. 


SUM MARY 


Lupus erythematosus associated with thyr 
toxicosis occurred in a brother and sister. 

The brother had a subacute disseminate lupus 
erythematosus and the sister a chronic disco; 
lupus erythematosus. 

A family tree shows that both parents have ha 
thyrotoxicosis and five of the six children hay 
some form of thyroid disease. 


30 North Michigan Avenue. 
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- The REPORT OF THREE ADDITIONAL CASES 
extremities 
chilblains WALTER F. LEVER, M.D. 
e childre BOSTON 
lad unde 


iy a recent communication ' 3 cases of pem- 
suffered ff phigus conjunctivae with scarring of the skin 
these cases were reported from the Massachusetts General 
rculosis i spital. A review of the literature included in 
Hat paper revealed reports of only 5 similar cases. 


mily, aged 
n 


there \ 
nce that report 3 additional cases have been ob- 
-yved. [hey are the subject of this presentation. 
\ total of 19 cases of pemphigus conjunctivae 
ith thyr re observed at the Massachusetts General Hos- 
er. between 1936 and 1943 (table). Nine 


nate lupus the patients (47 per cent) presented cutaneous 


instance, the cases reported by T. Colcott Fox, 
3ogrow,® Montpellier and Lacroix * and Cohen 
and Sulzberger® as instances of dystrophic 
epidermolysis bullosa with shrinking of the con- 
junctivas are believed to have been cases of 
pemphigus conjunctivae with scarring of the 
skin. In these 4 cases the disease was not heredi- 
tary ; it began later in life, and lesions could not 
be produced by trauma. It appears unlikely that 
shrinking of the conjunctivas is a symptom of 
epidermolysis bullosa, since it has not been re- 


discoi 
19 Cases of Pemphigus Conjunctivae Observed at the Massachusetts Ge ne ral Hospital Since 1936 
s have ha 
Nature of ft Lesions ° 
Mucous 
Age at Site of First Esoph- 
4 Sex Onset Involvement Eyes Mouth agus Nose Genitals Skin 
etree M 67 Skin (eyes 18 months later).... + 0 + 3 0 
F 62 Mouth (eyes 2 years later)..... + 0 
F 43 Skin (eyes 5 years later)........ 
F 55 Mouth (eyes 1 year later)...... + 
F 68 Month (eyes 3 years later)..... 
F 70 + 0 
M 73 + 0 
F 58 + 0 0 
is¢ 1 of this 
DOE: M 52 Skin (eyes 7 years later)........ 0 
ase 2 of this 
Tepart)..c. ws M 64 Skin (eyes 4 years later)....... + + + + 
ase 3 of this 
DOLE). M 59 Mouth (eyes 4 years later)..... 0 0 0 


licates no scars; 


us. Since scarring of the skin occurred 
the 19 patients, its incidence was 32 per 
The fact that 6 cases of pemphigus con- 
tivae with scarring of the skin were observed 
ne hospital within a few years while only 
have been reported in the entire litera- 
suggests that scarring of the skin in pem- 
ls conjunctivae may be a more frequent 
ce than is apparent from the literature. 
is possible that some cases were reported 
ler ciagnoses other than pemphigus. For 


asses 


ror > Dermatologic Department of the Massa- 
tts ( Hospital, C. Guy Lane, Chief. 

er, W. F.: Pemphigus Conjunctivae 

‘arring of the Skin: Report of Three Cases, 

rmat Syph. 46:875 (Dec.) 1942. 


with 
Arch. 


‘indicates lesions leaving scars. 


2. Fox, T. C.: (a) Pemphigus in a Woman of Nine 
Years’ Duration, at First Indistinguishable from Ordi- 
nary Pemphigus; Afterwards with All the Clinical 
Characteristics of Pemphigus Congenitalis (Epi- 
dermolysis) ; Epidermal Cysts; Essential Shrinking of 
the Conjunctiva, Brit. J. Dermat. 9:341, 1897; (b) 
Case of Epidermolysis (Dem.), ibid. 17:223, 1905. 

3. Bogrow, S.: Zur Kenntnis der atypischen bul- 
losen Hautaffektionen, Arch. f. Dermat. u. Syph. 110: 
1911. 

4. Montpellier, J., and 
d’epidermolyse bulleuse 
dermiques, Ann. de dermat. 


5. Cohen, M.., 


Cas 
epi- 


A.: Sur un 
cicatricielle a kystes 
et syph. 1:575, 1920. 

Essential 


M. B.: 


Lacr« 1X, 


and Sulzberger, 


Shrinkage of Conjunctiva in a Case of Probable Epi- 
Ophth. 


Arch. 13:374 


dermolysis Bullosa Dystrophica, 
(March) 1935. 
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ported in any of the cases of the hereditary or to form on the skin and in the mouth. Alth m 
of the cutaneous lesions continued to heal wel!, som, 


congenital type of the disease. 


REPORT OF CASES 


CasE 1.—In a 61 year old retired locomotive engineer 
of American descent vesicular and bullous lesions first 
developed on the neck and under the chin in June 
1934. In the course of the following weeks the eruption 


Fig. 1 (case 1)—An ulcerated area covered with a 
thick crust is present on the right shoulder. In the 
course of six months this lesion healed, leaving an 
atrophic scar. 


became generalized and blisters began to appear also 
on the mucous membranes of the mouth. Although 
individual lesions healed well, the number of new 
lesions on the skin and in the mouth increased. 

The patient was seen for the first time at the Massa- 
chusetts General Hospital on Nov. 6, 1934, five months 
after the onset of the disease. At that time he appeared 
in good general condition. He complained of moderate 
itching. The skin presented a generalized vesiculo- 
bullous eruption, which showed no tendency to group- 
ing. Most of the blisters were small, although some 
were as large as a cherry. They were tense and sur- 
rounded by normal-appearing skin. The erosions at 
the sites of broken blisters did not tend to enlarge but 
showed good tendency to heal. On the oral mucosa 
several vesicles and numerous small erosions were 
noted. Other mucous membranes were not involved. 
A diagnosis of pemphigus vulgaris was made. Derma- 
titis herpetiformis was considered as a diagnosis be- 
cause of the relatively small size of most blisters 
and because of the itching, but the presence of oral 
lesions, the absence of grouping of the lesions and 
the equal distribution of the eruption over the flexor 
and extensor surfaces of the extremities made this 
diagnosis untenable. The patient remained in the hos- 
pital for three months. At the time of his discharge 
he appeared improved, but new cutaneous and oral 
lesions continued to develop. 

During the eight years following his first admission 
the patient was seen at intervals. Except for a few 
remissions of short duration, active lesions continued 


grew larger, became ulcerated and healed slowly, wis, 
atrophy of the skin. Even within the atro; 
vesicles recurred. Involvement of the coniunctiy- 


was first noticed in 1941, seven years after the onset » 
the disease. The tarsal conjunctivas began ty) sh 
reddening and infiltration. By 1942 adhesions hs 
formed between the upper and lower lids near th. 


commissures, preventing full opening of the e, 
diagnosis was changed from pemphigus yu 
pemphigus conjunctivae. The patient’s health 
unimpaired; he never had any fever and 
forced to stay in bed. 

At the time of the most recent examinatio: 
1943, the skin of the trunk and extremities 
lichenification and hyperpigmentation over wide area: 
The palms and soles showed considerable hyperkeratos 
The nails were dystrophic. The number of blisy 
was still considerable, though less than at the tiny 
the first admission. They were present on al! parts 
the skin. Wauth a few exceptions they were sma 
There were erosions in all stages of healing. (; 
upper part of the trunk a few shallow ulcers ap 
circumscribed areas of atrophic and depigmented sk 
were present. Most of the ulcers measured less th; 
1 cm. in diameter, but some were larger; the largest 
on the right shoulder, measured 4 by 5 cm. in diamet: 
(fig. 1). The ulcers were covered with Y crust 
The atrophic and depigmented areas represent 
healed ulcers. In some of the atrophic areas erosion: 
of recent origin were noted. The skin of the for 
head and nose also showed diffuse atrophy. Thes 
areas had always been sites of numerous _bliste 
and erosions, but ulcers had never been observe 
there. The oral mucous membrane showed a fe 
small erosions. There was no evidence of scarring 
but parts of the buccal mucosa were thickent 
and grayish white, thus presenting the same appearance: 
as in leukoplakia. Examination of the eyes reveale 
complete absence of the lashes, caused by scarring 
along the edges of the lids. The upper and lo 
lids of both eyes were joined at their commissure: 


Fig. 2 (case 1).—All eyelashes are absent 
upper and lower eyelids are adherent near th 
missures. Because of the adhesions the caruncles 
not visible. 


by adhesions. Because of these adhesions the carun 
were not visible (fig. 2). The tarsal conjuncti 
of both eyes showed diffuse redness, thickening 
scarring, with partial obliteration of the cul-de-sac: 
The corneas were normal. There were only m! 
subjective symptoms of burning and photophobia 2% 
no impairment of vision. 

Diagnosis—A diagnosis of pemphigus com)unct 
involving the conjunctival and oral mucous n 
and the skin was made. 
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Data—The blood counts 
most in eosinophilia at most examinations. 


were 


time of an exacerbation of the eruption 
Sie areas vas normal at all examinations. The values 
Netivas f protein, chlorides, calcium, phosphorus, 
I set and nonprotein nitrogen were normal at 
the patient's first admission to the hos- 
34, and again in 1938. 
vide 


largest 


n diamet 


ippearanc 
reveale 

scarring 
and lo Ve 


mmiussures 


ic. Scattered erosions are present on the 
ks. Near the bridge of the nose there is a super 

ilcer covered with a hemorrhagic crust. 
between the mucous membranes of 


hesions 


ture is considerably decreased in size. 


‘—The patient was admitted to the hospital 


OCC asions. 


tract and the oral administration ot solution of 
arsenite U. S. P. (Fowler’s solution). During 


ved numerous new 


normal 
The 
some sinophil count was 15 per cent on Dec. 28, 


case 2).—The skin of the nose and the cheeks 


Because 
the 
nd lower lips at the corners of the mouth the 


At the time of the first admission 
consisted of injections of iron cacodylate and 


two months no essential change occurred. In 
month the patient improved gradually, but he 
lesions at the time of his 


CONJUNCTIV AE 


in old persons who have received prolonged treatment 
with massive doses of vitamin D or dihydrotachystero] 
In 1941 an attempt at treatment with sulfanilamice 
orally resulted in a considerable exacerbation of the 
eruption within a few days. 

Case 2.—A 70 year old retired fisherman, of Ameri 
first noticed early in January 1937 an inflam 
the skin in the center of his face. A few 
days later scattered blisters began to develop on his 

1ose and cheeks. Crops of new blisters appeared almost 
every day. The blisters would break, and crusts would 
form, under which the lesions healed slowly. There 
were no subjective symptoms except a mild burning 
sensation. An the nose first 
formed a vear after the onset of the disease. It became 
covered with thick heaped-up crusts. Though the ulce: 
occasionally healed for short periods, it always recurred 
Two months after the onset of the illness, in March 
1937, scattered areas of erythema began to develop in 
the inguinal region. In the skin 
would slough off and superficial ulceration 
would form, which healed only very slowly. In. th 
fall of 1937 small blisters began to form in the mouth 
and inside the nostrils. Occasionally the lesions in the 
mouth caused the patient some difficulty in eating. 

The patient was seen for the first time at the Massa- 
chusetts General Hospital on July 13, 1938, a year and 
a half after the onset of the disease. At that time he was 
found to be in good general condition. The skin ot 
the nose and cheeks appeared erythematous and atrophic. 
There were two flaccid vesicles measuring from 5 to 
10 mm. in diameter on each cheek. In addition, there 
were small round crusted lesions which obvi- 
ously had developed from vesicles. On the bridge ot 


can stock, 
mation of 


ulcer on the bridge of 


some of these areas 


areas ol 


several 


the nose there was a shallow ulcer which was ap- 
proximately 2 cm. long and 1 cm. wide and = was 
3 
‘ | 
| 


Fig. 4 (case 2)—The skin at the tip of the nose shows 
considerable atrophy, so that the cartilage is clearly 
outlined. The nasal mucosa shows hemorrhagic crusts 
Because of the atrophy of the nasal mucosa and of the 
adjoining skin the nostrils appear considerably shrunk. 


During two other exacerbations, in January 
December 1939, the patient received treat- 
dihydrotachysterol and massive 
respectively. Dihydrotachysterol, 5 cc. of 
cent solution a day, caused considerable 
ent within two weeks, which, however, was 
rary. Administration of vitamin D, 2,000,000 
. units a day for seven days, was followed by 
omplete remission. Treatment with massive 
itamin D was continued for only a short time 

the danger of renal damage which may occur 


doses ot 


covered with a dark crust. 


tered partly confl 
merely patches of 
the center macerat 


mucous membranes of the mouth, particularly of the 
buccal 
erosions. 


palate and the 
numerous small 
showed evidence ¢ 
seen in the mouth. 


In both groins were scat- 
uent lesions; these were 
erythema, while others showed in 
ion and superficial ulceration. The 


some of 


mucous membrane, showed 
They were superficial and 
f healing. No intact bullae were 

nostrils showed hemorrhagic 
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nosis of pemphigus vulgaris was made. 


mouth and in his nostrils throughout 


vision of the left eye had become poor. 


retract the foreskin of the penis. 


on the palate and on the buccal mucosa. 


could not be retracted. 


penile mucous membranes and the skin. 


The eosinophil count was 3 per cent. 
contents were normal. 


prescribed. 
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crusts. The conjunctivas appeared normal. 


During the following seven months the patient was 
seen on several occasions. New blisters were observed 
on the cheeks, in the mouth and in the nostrils each 
time, and at one time a bullous lesion was noted in 
the groin. From February 1939 to February 1943 the 
patient was lost sight of. He was sent to the hospital 
on Feb. 5, 1943 because the ulcer on the bridge of 
the nose had increased in size and had suggested to the 
referring physician an epithelioma. The patient stated 
that lesions had continued to form on his face, in his 


Recently he had noticed that he could not open his 
mouth as widely as formerly. Since early in 1941 his 
yes had been inflamed. He had experienced. gradually 
increasing sensitivity to light, and in recent months 


stated that since the fall of 1941 he had been unable to 


As compared with his appearance during the exami- 
nation four years ago the patient was thinner but 
sull in good physical condition. The heart and lungs 
were essentially normal. The blood pressure was 170 
systolic and 90 diastolic. The areas of atrophy on the 
face had slightly increased in size since the time of his 
first admission. There were no vesicles on the patient’s 
cheeks, but there were several small round 
erosions. The atrophy of the skin of the nose was more 
pronounced than four years ago, particularly at the tip 
ot the nose, where the cartilage was clearly outlined. 
The ulcer on the bridge of the nose had 
increased in size, measuring 2.5 cm. vertically 
4 cm. horizontally (fig. 3). There were 
lesions in the groins, but several oval areas of atrophic, 
depigmented skin. The mucous membranes 
nostrils showed inflammation and considerable shrink- 
ing, so that there was almost complete obstruction oi 
both nostrils. Hemorrhagic crusts were present at the 
mucocutaneous junctions of both nostrils (fig. 4). 
mouth showed extensive areas of erosions, particularly 


extended to the corners of the mouth. At both corners 
the mucous membranes of the upper and lower lips were 
adherent. The oral aperture was thus considerably 
decreased in size (fig. 3). Except at the aperture the 
oral mucosa did not show any signs of scarring. Exami- 
nation of the eyes revealed the tarsal conjunctivas of 
both eyes reddened, thickened and scarred. 
junctival fornices were obliterated. There 
hesions between the tarsal and bulbar conjunctivas. The 
eyes could not be opened fully, because the upper and 
lower lids were adherent at their commissures. 
right cornea appeared normal; the left showed a central 
area of opacity. The foreskin of the penis had grown 
together over the glans except for a small opening and 


Diagnosis—The disease was diagnosed as pemphigus 
conjunctivae involving the conjunctival, nasal, oral and 


Laboratory Data.—On examination in February 1943 
the urine was normal. An erythrocyte count, leuko- 
cyte count, differential count and determination 


nemoglobin showed values within the normal range. 


protein, calcium, phosphorus and nonprotein nitrogen 
Treatment.—Only soothing local applications were 


Case 3.—A 64 year old clerk, of American descent, 
first noticed lesions in his mouth in July 1938. 


DERMATOLOGY AND SYPHILOLOG) 


stated that they started as small blisters \ 
soon after they had formed, leaving painful s T 
lesions healed, as a rule, within a few day 
ones continued to develop. Usually ther: 
more than a few lesions at any one time 
1941 the patient first noticed the deve! 
blisters in a circumscribed area over the leit 
in June blisters began to appear over the rig 
the right axilla and on the upper part of 
The patient was seen at the Massachuset: 
Hospital for the first time on July 10, 194] 
found to be in good general condition. FE 
showed on the anterior and lateral aspects 
leg a lesion measuring approximately 15 by 26 
showing erythema, numerous flaccid bullae an 
denudation. Some of the bullae showed ey 
secondary infection. A_ similar lesion, thou; 
smaller, was present at the corresponding sit 
right leg. There were two bullae in the right ax; 
several scattered ones on the upper part of 
The size of the bullae was on the averag 
split pea. They were flaccid and had an eryt 
base. In addition, on the back, there we: 
erosions and areas of pigmentation at the sites 
bullae. The oral mucosa showed two vesicles 
several small erosions. Inside the right nostri! 
one small erosion covered with a hemorrhagic crust 
The tarsal conjunctivas showed a mild degre: 
jection. A diagnosis of pemphigus vulgaris was n 
Since his first visit the patient has been follow. 
at regular intervals. Two months after his first visit 
in September 1941, all lesions had healed except 
large lesion on the left leg. In this lesion new bulla 
continued to form, and in areas in which healing seem: 
to have taken place the Nikolsky sign remained pos 
tive. By April 1942 the number of new bullae in this 
lesion had decreased. In the healed areas the 5) 
had become atrophic. Improvement of the lesion co 
tinued, though new crops of bullae have been appear 
ing in this area up to the time of the most recent 
examination, in July 1943. In October 1942 for t! 
first time a small vesicle was observed on the 
junctiva of the left lower lid. Since that time vesicl 
and small erosions have been seen on the tarsal 
junctivas and in the conjunctival fornices at 4! 
examinations. The conjunctivitis which had_ alread) 
been noted at the time of the first examination becam 
more severe. Subjective symptoms, however, we! 
absent. Up to the time of the last examination, 
July 1943, no scarring of the conjunctivas had occurred 


Diagnosis—The diagnosis was pemphigus 
tivae involving the conjunctival and oral mucous 
membranes and the skin. 

Treatment——From July 19 to Sept. 9, 1941, 50,00 
U. S. P. units of vitamin D a day was given. Fron 
September 10 to April 6, 1942, vitamin D in doses vary- 
ing between 200,000 and 300,000 U. S. P. units a da 
was given. The serum calcium was thus maintained a! 
a level between 13 and 14 mg. per hundred cubic cent 
meters. Coincidental with this treatment the lesions 
on the right leg, on the back, in the right axilla an 
on the oral mucosa healed. The large lesion on the 
left leg, however, did not show improvement unt 
several months after the treatment with vitamin |) li 
been discontinued. Improvement occurred at 
when the treatment consisted only of local ssings 
with a solution of mercury bichloride (1: 2,000 


Laboratory Data.-—Results of examinations of th 
urine, blood counts and values for serum calc: 4! 
nonprotein nitrogen were normal. 
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COMMEN1 
s of pemphigus conjunctivae herein 
early show the three characteristic 
‘ich distinguish pemphigus conjunc- 
other forms of pemphigus and on 
which consideration of pemphigus 
ie as a distinct variety of pemphigus 
suggested.° These features are a 
enign course, a predilection of the 
the mucous membranes, particularly 
tivas, and a tendency of the lesions to 
scarring. Scarring does not occur in 
er form of pemphigus, except very 
ter severe secondary infection of the 
in the 3 reported cases the duration 
the disease at the time of writing was five, 
ine years, respectively, and the disease 
still active in all of the patients. The 
ealth of any of them was not affected. 
he involvement of the mucous membranes, 
mjunctivas and the oral mucosa were 
ted in all 3 patients, the nasal mucosa was 
ected in 2 and the mucosa of the glans penis, 
There was scarring of the conjunctivas in 
yatients and scarring of the oral mucosa, the 
sa] mucosa and the mucosa of the glans penis 
| patient. It may be noted that although the 


scarring of the conjunctivas. Since scarring 
the conjunctivas is a constant feature of 
emphigus conjunctivae, it is believed that the 
‘velopment of conjunctival scarring in this case 
- merely a matter of time. 
(he cutaneous eruption was generalized in the 
rst case and limited to a few areas in the other 
! Inall 3 cases of pemphigus conjunctivae with 
arring of the skin previously reported from the 
‘assachusetts General Hospital and in 3 of the 
ases reported from other sources the cutaneous 
uption was limited to a few areas. A limited 
taneous eruption seems, therefore, more com- 
n than a generalized eruption in this form 
In most cases the face and 
showed the severest involvement. 
‘arring of the skin in pemphigus conjunctivae 
be caused in two ways: Either the con- 
nuous appearance of new bullae within a cir- 
mscribed area results in a gradually developing 


pemphigus. 


scalp 


trophy of the skin, as, for instance, over the 
t shin in case 3, or superficial ulcerations 
ther than erosions develop after the bullae 
reak, as, for instance, on the upper part of the 


case 1 and on the nose in case 2. Fre- 
ently there is a combination of these two fac- 


ever, W. F., and Talbott, J. H.: Pemphigus: 
Analysis and Follow-Up Study of Sixty- 
Patients, Arch. Dermat. & Syph. 46:348 (Sept.) 

42 Lever, W. F.: Oral Lesions in Pemphigus, 


hodontics 28:569, 1942. 
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tors, continuous appearance of bullae im one area 
leading to ulceration and subsequent scarring. 

The fact that in pemphigus conjunctivae the 
conjunctivas may not be involved at the onset 
deserves emphasis. In the first case the disease 
began on the skin, while the conjunctivas did 
not become involved until seven years later. In 
the second case the skin too was the site of the 
first lesions and the conjunctivas became affected 
four years later. In the third case the first lesions 
were in the mouth and conjunctival lesions first 
appeared four years later. In the entire series 
of 19 cases of pemphigus conjunctivae studied at 
the Massachusetts Genera! Hospital the conjunc- 
tivas were affected at the onset of the disease 
in only 10 cases (table). If in the early stage 
of pemphigus conjunctivae the conjunctiy is are 
still free from lesions and scarring has not yet 
become evident in any of the involved areas, a 
specific diagnosis of pemphigus conjunctivae 
cannot be made, although the more general 
diagnosis of pemphigus is usually possible 
because of the presence of bullae and erosions on 
mucous membranes other than the conjunctivas 
and, frequently, also on the skin. It is therefore 
advisable to consider the possibility of pemphigus 
conjunctivae in cases of pemphigus with a 
gradual onset and no impairment of the general 
health. This consideration is one of great prac- 
tical importance, because pemphigus conjunc- 
tivae, in contrast to other forms of pemphigus, 
carries a good prognosis in regard to life, as 
shown by the fact that none of the 19 patients 
observed at the Massachusetts General Hospital 
died of the disease. 

SUMMARY 

Three cases of pemphigus conjunctivae with 
scarring of the skin are added to those pre- 
viously reported. 

The literature contains reports of & similar 
cases, 3 of which were observed, as were the 
cases of this communication, at the Massachusetts 
General Hospital. Inasmuch as 6 cases of pem- 
phigus conjunctivae with scarring of the skin 
were observed at one hospital within a few 
years and only 5 cases have been reported from 
other sources, scarring of the skin in pemphigus 
conjunctivae undoubtedly occurs more often than 
is apparent from the number of cases reported. 

Pemphigus conjunctivae is regarded as a dis- 
tinct variety of pemphigus because of its chronic, 
benign course, the predilection of the lesions for 
the mucous membranes, particularly the conjunc- 
tivas, and their tendency to produce scarring. 
The lesions always produce scarring on the con- 
junctivas, frequently on other mucous membranes 
and occasionally on the skin. 
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BALANITIS XNEROTICA OBLITERANS 
REPORT OF A CASE 


CAPTAIN WILLIAM LEIFER 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


The disease known as balanitis xerotica obliterans was first described }\ 


Stuhmer 
literature. 


in 1928. Since then little has appeared about it in the American 


Madden,? in a discussion of the balanitides, made an excellent clinica 


presentation of several cases and accompanied his article with illustrations and 
histologic studies. Novy ® presented a single patient before the San Francisco 


and Los Angeles dermatologic societies. In 1941, Freeman and Laymon* mac 
a comprehensive report of 18 cases that covered the subject exhaustively and 
included a complete bibliography. 
expressed the belief that balanitis xerotica obliterans and kraurosis penis art 
probably the same disease, since they could find no essential differences in thei: 
clinical and histologic appearance. 

Balanitis xerotica obliterans is often, but not regularly, associated with urethra 
It is probable that when it is not accompanied with urinary disturbanc 


stenosis. 


it is overlooked or is not called to the attention of a physician. Epitheliomatous 


degeneration has been observed in several instances. 


History —F. J., a white American 22 
his admission to the dispensary, when he began work as an assembler in a shell factory. 
was admitted to Company “M” Dispensary on March 18, 1943 because of a slight urethral 
discharge, which had been present intermittently for many months. 
venereal disease, phimosis, inflammation of the penis or prepuce or any sort of trauma to th 


genitals. He 
engaged in normal sexual practices and stated that he had had no extramarital sexual inter 


course. 


admission to the dispensary. 
urethra and another on the under surface of the glans penis. He recalled no precedent rednes: 


or inflammation of the tissues in these locations. 
areas had occurred, but definite, progressive narrowing of the urinary stream had been noted 


Clinical Examination.—The patient presented no abnormalities other than those of the penis. 
A secant mucoid urethral discharge was present. 
over the glans penis, and there was no evidence of balanitis. 


Completely 
of ivory-white tissue, extending almost uniformly for about 2 mm. from the orifice. This 


ring of blanched tissue did not end abruptly at the meatus. It spread into the navicular fossa 


for a distance of 2 to 


for biopsy. 


circumscribed area there was a small (lentil-sized), firm, almost gristly nodule. The urinary 


1. Stuhmer, A.: 
zur “Kraurosis glandis et praeputii penis,” Arch. f. Dermat. u. Syph. 156:613, 1928. 

2. Madden, J.: The Balanitides, J]. A. M. A. 105:420 (Aug. 10) 1935. 

3. Novy, F. G., Jr.: Balanitis Xerotica Obliterans, Arch. Dermat. & Syph. 48:397 (Feb. ) 


1941. 
4 


He first became aware of the abnormal condition of his penis about a year before thx 


meatus was greatly narrowed. 


Freeman, C., and Laymon, C. W.:  Balanitis Xerotica Obliterans, Arch. Dermat. & 
Syph. 44:547 (Oct.) 1941. 


These authors as well as some others have 


REPORT OF CASE 

22 years old, had been a farmer until six months before 
He 
He had not suffered tron 
had never been circumcised. He had been married for fifteen months, had 
At that time he detected one area of whitened skin about the 


Little increase in the size of the affected 


The prepuce was intact and freely movabl 


surrounding the urinary meatus was a slightly depressed, roughly oval ring 
? 


3 mm., an observation made at the time that the specimen was removed 
The tissue had a smooth, shining surface and felt hard and inflexible. In one 


On the under aspect of the glans penis was a linear whit: 


Balanitis xerotica obliterans (post-operationem) und ihre Beziehungen 
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| about 3 mm. wide, which extended from the frenum toward the left side of the meatus 
did not connect with the perimeatal white ring. This tissue was soft, white, wrinkled and 
tly depressed. 


aboratory Examination—Analysis of the urine showed a trace of albumin and 10 white 
d cells per high power field. A Gram stain of the urethral discharge revealed mucus, 
cells and nondescript micro-organisms but no Neisseria gonorrhoeae. The Kahn reaction 
he blood was negative. The blood count and blood chemistry were within normal limits. 
Histologic Examination.—The histologist reported that the epidermis was atrophic in one 
tion of the section but not over the area of homogenization in the cutis. There was 
derate hyperkeratosis. The epidermis over the area of homogenization showed fairly well 
fined papillary bodies, and there was a moderate degree of intercellular edema among the 


D) sal cells. 
can The cutis showed pronounced homogenization commencing immediately below the epidermis 
ca involving the entire thickness of the section, which had been taken rather deeply. The 
tis was almost completely acellular, with just a few lymphocytes. Remnants of blood vessels 
Ln nd lymph spaces were indicated by their lining of endothelial cells. Almost always the endo- 
SCO thelial lining was incomplete, and the individual cells themselves in most instances were barely 
ide liscermible. 
ai The area of homogenization merged with an area of inflammation, The epidermis over 
is part of the section was atrophic. As the zone of inflammation was approached, dilated and 
ive 
AT 
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3alaniti ti blit 
salanitis xerotica obliterans. 
the 
a engorged blood vessels were seen, but even these vessels showed sclerosis of their walls. In the 
oo inflammatory region there was an abundant cellular infiltrate consisting mainly of lymphocytes, 
fibroblasts and histiocytes. The blood vessels had thickened walls. Even here, just below 
the epidermis there appeared to be incipient homogenization. 
| Diagnosis—The clinical and the histologic features established the diagnosis of balanitis 
vit 


xerotica obliterans. 

Treatment.—Tissue for histologic study was removed in the form of a wedge-shaped block 
ts irom the upper end of the meatus in an attempt to enlarge the orifice. Healing was satis 
factory, and the immediate result was functionally excellent. When the patient was reexamined 
two months after this procedure, there was no evidence of contraction of the scar or narrowing 


ws { the meatus. The patient is to be observed periodically and is to have urethral dilation if 
“ evidence of narrowing reappears. 

ite SUM MARY 


In a case of balanitis xerotica obliterans histologic study was made of excised 
tissue. No cause for the disease could be ascertained; the usual causes ascribed, 
ich as circumcision, phimosis and recurrent balanitis, were absent. The com- 
licating incomplete urethral stenosis was improved functionally by the removal 
‘ ' a wedge-shaped block of tissue from the meatus, but the permanency of the 
sult cannot be predicted at the present time. 
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Since the rediscovery of the pathogenic tung1 
as Causative agents of tinea capitis by Sabouraud 
in 1892, only a few mass investigations have been 
carried out in crowded centers of population in 
the United States. Consequently, no insight had 
been gained as to the extent, frequency and geo- 
graphic distribution of this disease. Lacking 
these fundamental epidemiologic data, nobody 
could even surmise the importance of the role 
played by tinea capitis from the standpoint of 
the public health of school children, particularly 
in metropolitan areas. 

The subject of tinea capitis can thus be inves- 
tigated from two points of view. First, one may 
consider the individual case with regard to the 
necessary establishment of a diagnosis, observa- 
tion of the course and adequate treatment until 
a cure is obtained. From the other viewpoint, 
one may consider the individual case as an index 
revealing the possibility of the spread of the dis- 
ease within the family, the school, the kinder- 
garten, the asylum, etc. From this aspect each 
new case challenges the epidemiologist to track 
down all possible contacts. This type of inves- 
tigation is beyond the scope of a dispensary. It 
is a matter for public health measures, involving 
school and public health authorities and even 
legislation of individual states. In the present 
study we shall consider tinea capitis only as a 
problem of the dispensary. 

The first contribution on tinea capitis came 
from the great pioneer of American dermatology, 
Charles J. White (1899), of Boston. His 
studies covered the period between October 1895 
and July 1898. To his knowledge no American 
investigator had published the results of indi- 
vidual work on this disease before. From Oct. 1, 
1895 to May 1, 1898, 8,383 new dermatologic 
patients were treated in the Massachusetts Gen- 
eral Hospital. Of the 8,383 cases, in 279 the 
infection was diagnosed as ringworm—about 3 

Krom the Laboratory for Mycological Research 
(Dr. T. Benedek), Department of Dermatology (Chair- 
man: Dr. Edward A. Oliver), Northwestern Univer- 
sity Medical School. 

1. White, C. J.: Ringworm as It Exists in Boston, 
J. Cutan. Dis. 17:1-17, 1899. 


per cent. 


Of these 279 cases of ringwor 


with positive results, in 139 the dis: 
caused by Microsporum audouini; in 12) 
caused by various species of Trichophyto: 
13 the causative agent remained in doubt 
fore, omitting the 13 undetermined cases 
can say that probably 52 per cent of ringy 
infections in Boston at that time weré 
M. audouini. The favorite seat of the paras 
in the majority of dispensary cases (&8 per cen: 
was the scalp. 

The ages at which microsporosis occurre 
the scalp were as follows: 


Age, Years Number of ( 


White concluded that ringworm of the sca 
in a person over 13 years of age is in all prol 
bility caused by Trichophyton. Ringworm oft 
scalp due to the “large-spored plant” (Whi 
(Megalosporon as a synonym for Trichophytui 
was a comparatively rare disease in Bosto 
There were only 8 cases found during his inves 
tigations, which covered a three year per! 
This means that it formed only 6 per cent of 
ringworm infections and a little more than 3 | 
cent of ringworm of the scalp. 

Kerion celsi of the scalp appeared on) 
in Boston. Surprisingly, White does : 
tion the occurrence of favus among his patie! 
Corlett (1899) ,? in Cleveland, noted th 
of M. audouini in over 90 per cent of /us ca 
of infections of the scalp. Wende ® in < 
90 cases of infections of the scalp i 
found the microsporum present in 89. 


2. Corlett, W. T.: Recent Researches 11 
J. A. M. A. $2:589-594 (March 11) 1899 
3. Wende, G. W., cited by Corlett.? 
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<t important contribution from a dis- 
une from Washington, D. C., in the per- 
ervations on cutaneous diseases in the 
Negro by Hazen (1914).* This author 
cases of favus among 2,000 cases of 
diseases in white persons and none 
ie same number of cases in Negroes. 
nsurans (not specified whether it was 
a microsporum or by a trichophyton ) 
rved in 32 instances among 2,000 white 


1.6 per cent + 0.28) and in 81 in- 
1 sances among 2,000 Negro patients (4.05 + 
ise 14 No age distribution of the patients was 
127 
ton, i In 1925 Howard Fox and R. Fowlkes * made 
bt. 7 valuable contribution to the problem of ring- 
Cases f! the scalp in adults. In a review of the 


g erature, reference to about 70 cases was found. 
ere due t e authors tabulated 53 cases, counting onl) 
which the diagnosis had been confirmed 
microscope, by culture or by both. The 
rage age of the patients was 33 years. Of the 
‘s cases in which the sex was stated, 32 patients 
females and 16 were males. Fox and 
ikes stated that the total number of cases of 
ngworm of the scalp in adults observed up to 
1 in the Negro race was small. In addition 
their 3 patients, all of whom were full-blooded 
egroes, only 1 other patient mentioned in the 
erature was of this race. They considered this 
(rather strange, as ringworm of the scalp 
ling to their beliei—is apparently much 
ommon in Negro than in white children. 
statistical study of H. Fox (1908) ® on 
cous diseases in the Negro, the distribution 
ases was between 17 white children and 56 
children. H. Fox’s observation (1926) * 
s to be the first case of kerion Celsi (in a 
ilatto woman aged 25) in this country in which 
hophvtot e causative organism was diagnosed as M. 
Bostor idouini. 
inves: Lewis and Hopper (1939) ® reported from 
ar peri ‘ew York cases of ringworm of the scalp 
f din the Skin and Cancer unit of the New 
than 3 pet tx Post-Graduate Medical School and Hos- 
etween 1935 and 1938. In 278 cases in 


the diagnosis was proved by culture they 


en, H. H.: Personal Observations upon Skin 
: ; in the American Negro, J. Cutan. Dis. 32: 
e presel )-/12, 1914, 
1s Casts . H., and Fowlkes, R. W.: Ringworm of 
: _Sccp in Adults, Arch. Dermat. & Syph. 11:446- 
1) 1925. 
H.: Observations on Skin Diseases in the 
Cutan. Dis. 26:109-121, 1908. 
H.: Ringworm of the Scalp in the Adult, 
mat. & Syph. 13:398-400 (March) 1926. 
is, G. M., and Hopper, M. E.: Introduction 
Mycology, Chicago, Year Book Publishers, 
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TINEA CAPITIS 12] 
found 229 in which the condition was caused by 
Microsporum (M. lanosum in 115 [39.6 per 
cent]; M. audouini in 114 [39.3 per cent] ) and 
32 in which it was caused by Trichophyton (9.8 
per cent) and 17 cases of favus (5.8 per cent). 
In 3 cases the causative organism was Micro- 
sporum fulvum, which is taken synonymousl\ 
with Microsporum gypseum or Achorion gyp- 
seunl. 

Livingood and Pillsbury (1941) ® 
130 proved cases of ringworm of the scalp in 
persons from families in the lower economic stra- 
tum of central south Philadelphia. Ninety-six 
per cent of the patients were Negroes, and 87 per 
cent were male. Of the 130 patients with ring- 
worm of the scalp, 125 (96.2 per cent) proved 
to be infected with M. audouini, 4 yielded M. 
lanosum (3.1 per cent) on culture and 1, M. ful- 
vum (0.7 per cent). In the only other series 
reported from Philadelphia, that of Weidman '' 
(36 cases), 50 per cent of the patients yielded M. 
lanosum and 41.7 per cent M. audouini. 

Last but not least, we have to mention the in- 
vestigations of Barker-Beeson in 1915,"! the only 
ones reported from Chicago.'* In all of the 100 
cases of tinea capitis of the scalp the infection was 
found in children, and only 15 per cent of these 
were girls. Their ages ranged from 4 to 14 
years. Forty-three per cent of the patients were 
Negro children, all but 1 being boys. Eleven of 
the patients were Italians. The largest epidemic 
noted was among the inmates of a home for 
Negro boys, where 25 cases were encountered. 
Another small epidemic involved 8 boys in a 
Lutheran orphans’ home. The largest number of 
patients in one family was 5, all of the children of 
the family being infected. 

The fungi found were classified as follows: 


rept yrted on 


Microsporum group..... 89 per cent 


Trichophyton 


per cent 
ee 4 per cent 


The species of the dermatophytons were not 
given. 

9. Livingood, C. S., and Pillsbury, D. M.: Ring- 
worm of the Scalp: Prolonged Observation, [amily 
Investigation, Cultural and Immunological Studies in 
One Hundred and Thirty Cases, J. Invest. Dermat 
4:43-57, 1941. 

10. Weidman, F. D., 
bury.? 

11. Barker-Beeson, B.: Ringworm of the Scalp u 
Chicago: A Bacteriological Study of One Hundred 
Cases. J. Cutan. Dis. 33:731-737, 1915. 

12. There are of course numerous casual reports on 
the occurrence of tinea capitis from Chicago as well 
as from many other cities. They are, however, based 
upon “impression” or inexact figures rather than on 
We therefore do not use these sources. 


cited by Livingood and Pills 


exact statistics. 
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SYPHILOLOGY 


DERMATOLOGY AND 


ARCHIVES 


THE PRESENT STUDY It is worth while to compare the dis: 
of M. lanosum with that of M. audouin; 
recent statistics. In our material M. sur 
was responsible for 12.2 per cent of cases 
capitis and M. audouini for 81.5 per 
New York, Lewis and Hopper found ¢| 
species almost in equal number (MM. sur 
39.6 per cent, M. audouini 39.3 per cent 


The present study was begun May 1, 1940 and 
continued through Aug. 31, 1942, covering a 
period of two years and four months. The num- 
her of cases was 140, distributed as shown in 
tables 1 and 2. 

As is seen, the youngest patient was a 6 month 
old boy and the oldest one a 17 year old girl, both 
Negroes. The peak in this series occurred at 
7 vears of age, with 25 cases. Up to this age the 
number of patients increased rapidly, but it fell 


TABLE 3.—Species of Fungi Found in Th 


Cases 


laste 1.—Distribution of Cases of Tinea Capitis 
According to Sex and Race 


Microsporum 


White Negro NOG 2 


Trichophyton 


Girls... 6 17 T. crateriforme 
4.2:1 5.4:1 (chorion 
A. gypseum...... 
off after the seventh year. In White’s series the 140 


peak was at 4 years of age, with almost a plateau 
from 4+ to 9 years and a rapid decrease there- 
after. 

These figures afford an interesting comparison 
with Beeson’s statistics of 1915. Such a com- 
parison may reveal shifting of the genus epidem- 
icum in some direction, appearance of new species 
or disappearance of old ones within this area. 
Since Beeson did not split up the Microsporum 
group according to species, we can compare only 


in Philadelphia Livingood and Pillsbury fow 

M. lanosum in 3.1 per cent and M. audouini i: 
96.2 per cent. These figures are in sharp contras! 
with those of the earlier statistics of Weidmar 
who found in a group of 36 cases that in 3) per 
cent the lesions were caused by M. lanosum and 
in 41.7 per cent by M. audouini. The shifting 
of the genus epidemicum at the same place withi: 
such a relatively short period of time is rather 
striking. Within twenty-seven years in Chicay' 


Taste 2—Distribution of Cases According to Age 


White Negro TasLe 4.—Correlation Between Species of 


Clinical Lesion 
Age Boys Girls Boys Girls Total 
6 months.......... 1 oe 1 
Ti 1 1 Clinical Lesion 
2 1 8 Torpid Follicular- 
2 7 3 12 (Noninflam-  Pustular 
4 years........... 8 4 M4 matory), (Inflamma- ker 
a “VARS rier ) 15 Species of Fungi No. tory), No. N 
years... 3 2 1 6 Microsporum (not specified)... 2 
7 however, there was a slight shifting, of +./ per 
the sum total of cases of microsporosis in both cent, in lavor of M. audouini. The sources 
; statistics. In his statistics microsporum fungi Our material are almost identical with thos 
: were reponsible for 89 per cent of the cases of eesons. 
7 ringworm of the scalp. In our material micro- In reviewing the reports of species 01 ; 
sporum fungi caused 93.7 per cent of tinea capitis, phyton as causative agents of tinea capitis, 
- an increase of 4.7 per cent. White in Boston _ find that in Boston (1895 to 1898) it was respo! 
t found Microsporum audouini was responsible for — sible in about 3 per cent of the cases. In ( ‘eve 


about 52 per cent of all cases of tinea capitis; land and Buffalo for the same period it \ 
Corlett, in Cleveland (1899) ? found 90 per cent mentioned at all. In New York (1935 to 138 
and Wende* in Buffalo found almost 100 per it occurred in 9.8 per cent of the cases, «od 1 
cent. both sets of statistics for Philadelphia men 
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ce 
is rather 
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ly absent. In the Chicago report of 
sit ientioned as ocurring in 11 per cent of 
ise- studied, while in our group the incidence 
mspicuously to 1.4 per cent. Our study, 
reveals an increase in the incidence of 
due to Microsporum by 4.7 per cent 
line of infections due to the species of 
ton by 9.6 per cent. From the statistics 
at present one may safely infer that 
ton played only a minor role as a causa- 
of tinea capitis in metropolitan areas 
nited States (Boston, New York, Phila- 
Cleveland, Buffalo and Chicago). 
_ one is impressed with the infrequency 
The statistics from Boston, Philadel- 
Cleveland and Buffalo do not mention it. 
‘ew York it occurred in 5.8 per cent and in 
wo in 3.5 per cent of the cases studied. 
cording to the traditional concept of older 
tologic and mycologic texts, there were 
and definite differences in the tissue reac- 


ns elicited by zoophilic and anthropophilic *° 


terms “zoophilic’ (animal loving) and 
philic” (human loving) connoting dermato- 
with mainly animal and mainly human hosts, 
tively, were suggested by Wise and Sulzberger 
ern Treatment of Common Fungous Affections, 
Year Book of Dermatology and Syphilology, 
go, The Year Book Publishers, Inc., 1938). We 
these terms handier and more interpretative than 
ld ones, and we advocate their general use and 
tance 
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species of fungi. As is known, it is the general 
experience of observers that zoophilic species 
cause an inflammatory tissue reaction ( follicular- 
pustular lesions, kerion), while anthropophilic 
species elicit a torpid course of noninflammatory 
lesions. The differences between M. lanosum 
(zoophilic) and M. audouini (anthropophilic) in 
their rate of growth, in their microscopic appear- 
ance and in their behavior on experimental inocu- 
lation are so conspicuous that an error in this 
respect was hardly probable in earlier observa- 
tions, say two decades ago. 

Yet, since the twenties of the present century 
accumulated observations from all over the world 
bear out the fact that fundamental 
changes occurred at least in these two more 
important and commonest Micro- 
sporum. The old rule does not hold true any more, 
as our statistics conspicuously reveal. We had 
6 patients with noninflammatory lesions caused 
by M. lanosum; follicular-pustular tinea capitis 
was caused in equal numbers of patients by M. 
lanosum and M. audouini (6 each); typical 
kerion was caused in only 5 patients by M. lano- 
sum and in 7 by M. audouini. In every case we 
definitely established the correct species of the 
causative organism. These observations thus 
permit the conclusion that for some unknown 
reason a definite change occurred in the host- 
parasite relationship of these two species of 


bie logic 


species of 


Microsporum. 
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In 1896 Darier * coined the term “tuberculid.” 
He used it to designate a group of morphologi- 
cally different cutaneous syndromes which were 
generally recognized to be associated with tuber- 
culosis. The term was accepted and persisted 
and today has a definite meaning clinically and 
pathologically. In general, a tuberculid may be 
said to be an allergic cutaneous manifestation of 
systemic tuberculosis. The cutaneous lesions 
seldom contain demonstrable tubercle bacilli and 
are thought to be caused either by circulating 
toxin or by showers of dead or attenuated 
tubercle bacilli emanating from a focus of active 
tuberculous infection elsewhere in the body; the 
infected person almost always presents a posi- 
tive reaction following the intracutaneous injec- 
tion of old tuberculin. 

The “id” suffix was adopted in 1902 by 
Audry* in manufacturing another new term, 
“leukemid.”” He called attention to hetero- 
geneous group of nonspecific, pruriginous, urti- 
carial, exudative and exfoliative lesions of the 
skin often associated with leukemia. Probably 
with the allergic concept of the tuberculid in 
mind, he conceived this group of cutaneous 
lesions to be due to a circulating toxin produced 
by leukemia. The term “leukemid” is still used 
to designate this group of nonspecific lesions in 
contradistinction to the specific cutaneous lesions 
of leukemia, although the same postulates asso- 
ciated with the use of the term “tuberculid” have 
not been proved. [Epstein and MacEachern * 
have fully described the “ids” found in patients 
with leukemia and lymphoblastoma. 

The “id” concept was developed still further 
in 1914. Guth * used this new term to label an 
exanthem occurring in children with kerion, a 
fungous intection of the scalp. Here the analogy 

From the Dermatological Division of the Medical 
Clinic and the Wilmer Ophthalmological Institute, the 
Johns Hopkins Hospital. 

1. Darier, J.: Des tuberculides cutanées, Ann. de 
dermat. et syph. 7:1431, 1890. 

2. Audry, C.: Sur les leucémides, Bull. Soc. frane. 
de dermat. et syph. 13:118, 1902; J. d. mal. cutan. et 
syph. 14:243, 1902. 

3. Epstein, E., and MacEachern, K.: Dermatologic 
Manitestations of Lymphoblastoma-Leukemia Group, 
Arch. Int. Med. 60:867 (Nov.) 1937. 

4. Guth, A.: Ueber lichenoide (kleinpapulése, spinu- 
lost) Trichophytie, Arch. f. Dermat. u. Syph. 118:856, 
1914 


to tuberculid was found to be more 
Guth showed that his patients reacted | 
to intracutaneous injections of extracts « 
phytes. There then followed a series of . 
ments establishing the allergic relatior 
certain other eruptions, notably the so-cal| 
hidrotic vesicular eruptions occurring 
hands, to other fungous infections. These 
called dermatophytids. Peck * in 1930 ; 
on 23 patients suffering with dermatophytosis 
the feet and simultaneous dermatophytids 0: 
hands and body. He demonstrated the causati 
fungus in the pedal cutaneous lesions, show 
that fungi could not be found in the “id” lesi 
of the hands and body, found that all the patie: 
reacted positively to intracutaneous injections 
fungus extract and in 1 patient recovered 
causative fungus from the blood stream |, 
ture. He then reproduced the whole pictu 
experimentally by inoculating a human vol 
teer. The reaction to trychophytin in this patie: 
became positive thirteen days after inoc: lati: 
In twenty-four days vesicular “id” lesions i: 
which fungi could not be recovered appeared 
the hands. The existence of allergic maniiesi 
tions of the skin in patients with fungous infe 
tions was thus clearly proved. Trychophy' 
epidermophytids, favids and moniltids hay 
described. In 1937 Jadassohn,® using 
Schultz-Dale technic, sensitized guinea pigs w" 
extracts made from a number of different pat! 
genic fungi. He showed that each extract « 
tained a specific antigen and, in addition, 
antigen common to them all. This exper 
may link with later work dealing with the s 
sitizing properties of bacteria. 


A new “id” made its appearance 
Barber * in England and later Andrews, }ir 
and Kelly* in the United States des 
5. Peck, S. M.: Epidermophytosis of Feet 
dermophytids of Hands: Clinical, Histolog: ir 
and Experimental Studies, Arch. Dermat. & 22 
40 (July) 1930. 

6. Jadassohn, W.; Schaaf, F., and W 
Analyses of Composite Antigens by Schultz-! 
nic: Further Experimental Analyses of Tri 
J. Immunol. 32:203 (March) 1937. 

7. Barber, H. W.:*° Pustular Psoriasis 
ties, Proc. Roy. Soc. Med. 26:329 (Feb.) 

8. Andrews, G. C.; Birkman, F. W.., KN 
R. J.: Recalcitrant Pustular Eruption ot a 
Soles, Arch. Dermat. & Syph. 29:548 (Ap: 2 
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rsistent recalcitrant eruption of the 

| feet which has since come to be re- 

least clinically as a specific entity. 

rst called this disease “pustular pso- 

later accepted Andrews’ designation 

ilar bacterid.”.. This term was chosen, 

ause of a supposed analogy to tuber- 

trychophytid. The pustular bacterid 

irated from the general nonspecific 

croup of cutaneous lesions because of 

wing characteristics: The eruption is 

eX] symmetric; it affects most commonly 
ionshiy .'-s, less often the palms; the course of the 
called « s chronic and characterized by the fact 
g on t cal remedies usually have little effect 
hese \ ! the eruption worse; frequently during 
) report se of the disease the eczematous patches 
studded with pustules (hence the name), 
Ids on t nd these pustules are nearly always. sterile 
partly lies the analogy to the other 
during the pustular outbreaks the leuko- 


int 1s usually elevated; patients with the 
le patie se are said to react positively to intracuta- 
Jec s injections of extracts made from staphylo- 


ered t r streptococci, and some patients with the 


m by ct scase have completely recovered after removal 
le pictur { infection in the teeth or tonsils. The 
an volu nalogy to tuberculid and trychophytid is not 
his patier roved but one can follow the line of reasoning. 
roc lati ndrews* has published excellent photographs 
lons 11 al examples of this disease. 

peared p to this point we have been concerned 
manilest nurely with the concept of the sensitization of 


Ous Intec- kin by circulating antigenic or toxic sub- 


hophy s elaborated in a distant focus of infection. 
have ossibility of the sensitization of the skin 
ising | toxin or antigen elaborated in situ should 
pigs be considered. Such a mechanism might 
ent pati neervably explain the manner of production of 
tract Ci ny unexplained conditions called eczema. 

n, anol e remainder of this paper will be devoted 
xperi mbling the evidence in support of such 


bility, both that which already appears in 
literature and that which we have to add. 

dence, it will be seen, points toward the 

‘ity of another “id,” for which we shall 
the name “keratid.” 

Burky,’° working with rabbits, at- 
to sensitize them to lens substance, an 
; ews, G. C., and Barnes, M. C.: Pustular 
ind Allied Conditions, South. M. J. 34: 1260 
Ti. 
cy, E. L.: Experimental Endophthalmitis 
iphylactica in Rabbits, Arch. Ophth. 12:536 
4; Production of Lens Sensitivity in Rabbits 
ot Staphylococcus Toxin, Proc. Soc. Exper. 
Med. 31:445 (Jan.) 1934; Production in 

Hypersensitive Reactions to Lens, Rabbit 
nd Low Ragweed Extracts by Action of 
Allergy 5:466 (July) 1934. 


cus Toxin, J. 
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found that cuta- 


neous sensitivity to lens substance could be 


organ specific substance. He 


produced only by repeated and coincident injec 
tions of lens substance plus staphylococcus toxin. 
When the lenses of these sensitized rabbits wer 
needled, a clinical and histologic picture resen 

bling endophthalmitis phacoanaphylactica in man 
developed. In other words, the animal had been 
sensitized to an organ-specific substance of its 
own metabolism. Certain other interesting and 
possibly significant facts were disclosed during 
the course of these experiments. It was found 
that lens-sensitive rabbits acquired high titers 
of precipitin for lens substance and at the same 
time became systematically immune to staphylo 
coccus toxin and living staphylococci. Rabbits 
inoculated with beef broth toxin became sensitive 
to the beef broth. Of extreme interest was the 
fact that rabbits sensitized with toxin prepared 
in rabbit muscle broth became sensitive to pro 
ducts of their own muscle, as evidenced by the 
fact that light squeezing of the skin of a sensi- 
tized rabbit, which is intimately attached to the 
panniculus carnosus, would produce violent cuta- 
neous reactions at the site of the squeeze. [lere 
is evidence of sensitization of the skin by an 
antigenic substance elaborated in situ, the source 
of the antigen being the animal’s own protein. 
There is further evidence in the literature that 
animals can be made sensitive to protein of their 
own bodies. Landsteiner and Jacobs '' in 1936 
showed that guinea pigs may be made cutane- 
ously sensitive to simple chemicals, such as 
various acyl chlorides. If the acyl chloride is 
mixed with guinea pig serum it produces much 
more violent cutaneous reactions than the chem- 
ical alone when injected intravenously. ‘These 
animals become sensitive to a product of their 
own serum. 

With this experimental evidence in mind, 1 
is a simple step to build a hypothesis to explain 
the occurrence of certain dermatoses of unknown 
cause. It seems likely to us that staphylococcus 
toxin might be liberated in the skin by the indo- 
lent growth of a low grade toxin—forming organ- 
ism, that this toxin might combine with epi- 
dermal keratin, presumably an organ-speciti 
substance, or a product of keratin, and a local 
sensitization phenomenon in the form of derma- 
titis result. If this is true, then patients in whom 
such a process has occurred should be reactive to 
staphylococcus toxin and also to keratin. It 
should also be possible to recover toxin-iorming 
staphylococci from the lesions of the skin. 

11. Landsteiner, K., and Jacobs, J.: Studies on Sen 
sitization of Animals with Simple Chemical Com 
pounds, J. Exper. Med. 64:625 (Oct.) 1930. 
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In December 1938, we presented at the .\tlan- 
tic Dermatologic Conference, in Baltimore,'* a 
patient with intractable eczema of the hands, 
from whose lesions a toxin-forming staphylo- 
coccus was repeatedly recovered. He suggested 
the possibility that in this case the eczematous 
lesions might be caused by local sensitivity to 
keratin or some other component of skin brought 
about by the synergistic effect of toxin liberated 
at the site of the lesions. 

We have also reported '* the results of intra- 
cutaneous tests with staphylococcus toxin of 
patients with most of the common diseases of the 
skin. This study shed no direct light on the 
problem of eczema. 

In 1941 Hampton and Cooke,'* using an 
extract of human dander, presumably contain- 
ing keratin, made cutaneous tests of 33 patients 
with eczema. They did not make clear just what 
clinical type of eczema their patients had, but it 
probably was so-called atopic eczema, or dis- 
Thirty of the pa- 
tients reacted positively, and in all 30 the sensi- 
Other 
allergic persons, persons with other cutaneous 


seminated neurodermiatitis. 
tivity could be passively transferred. 
diseases and normal persons did not react in this 


Here is evidence that in the human being 
with at least one type of eczema the skin has 


way. 


become sensitive to an antigenic product of its 
own keratinous structure. From the foregoing 
experimental evidence it seems likely that the 
sensitivity to keratin in these patients is actuated 
by another synergistic factor, similar to the action 
of staphylococcus toxin on lens substance or of 
an acyl chloride on guinea pig serum. In anal- 
ogy with “tuberculid” and “trychophytid,” der- 
matoses in which this mechanism is operating 
might aptly be called “keratids”; and to desig- 
nate one possible type of synergism, the term 
“staphylokeratid” might be coined. 

Since presentation of our case in 1938, we 
have been studying and treating eczema of un- 
known with this somewhat hypothetic 
mechanism in mind. More than 50 patients have 
been studied and treated with staphylococcus 
toxin. The group contains no patient with 


cause 


12 Hopkins, H. H.: Dermatitis of Hands Associated 
with Toxin-Forming Staphylococcus, Arch. Dermat. & 
Syph. 39:892 (May) 1939. Burky, E. L., in discussion 
on Hopkins. 

13. Hopkins, H. H., and Burky, E. L.: Increased 
Reactivity of the Skin to Staphylococcus Toxin in 
Patients with Lupus Erythematosus, Arch. Dermat. & 
Syph. 33:1060 (June) 1936. 

14. Hampton, S. F., and Cooke, R. A.: The Sensi- 
tivity of Man to Human Dander, with Particular Ref- 
erence to Eczema (Allergic Dermatitis), J. Allergy 
13:63 (Nov.) 1941. 
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AND SYPHILOLOGY 


known contact dermatitis. These pati 
had acute, subacute or chronic dermatiti 
hands, and a few, of various other part 
body. 


all cases, since some of the subjects w 


Studies were by no means com) 


vate patients and some were dispensary 

in the dermatologic outpatient departme: 
Johns Hopkins Hospital and it was 
to secure full cooperation from all. 

Staphylococcus aureus was recovered 
cutaneous lesions of 40 patients. In 3 
cultures the organism was hemolytic. St 
coccus albus was recovered from 2 patients 
4+ patients beta hemolytic streptococci wer 
in the lesions in addition to staphylococe:. A) 
40 of the cultures of staphylococci were tested 
for the presence of exotoxin. Fifteet t] 
forty strains of staphylococci were toxin formers 
Seven of the patients were tested with Ha: 
and Cooke’s human dander extract. Six react 
positively. All of the patients were given cut 
neous tests with Burky’s staphylococcus toxin 
and all showed a positive reaction. ‘wen 
patients were treated with staphylococcus tox: 
injected intracutaneously twice weekly and ha 
been observed six months or more. In 10 1! 
eruption cleared up entirely; in 1 it disappeared 
entirely but returned one year later; 2 patients 
are still under treatment. Of these 2, | patien' 
had a bilateral eczema of the hands of ten years 
duration. The lesions disappeared entirely dui 
ing treatment with toxin and returned whe 
treatment was discontinued. When treatmen 
was resumed, the lesions again disappeared. |) 
order to remain free of lesions, it is necessar 
for this patient to take injections of tox! 
constantly. 

The plan of treatment which has seemed mos 
satisfactory is as follows: Injections are give! 
twice weekly for a minimum period of thr 
months, since this length of time is required | 
build up a maximum antitoxin titer. [reat 
ment is begun with toxin in dilutions of 1: 10,00 
or 1: 1,000. The dosage is gradually increas 
until there is a focal exacerbation in the les 
or until the local reaction at the site of injectio! 
twenty-four to forty-eight hours after treatmen' 
is about 4 by 4 cm. When the dose imyect 
produces a focal exacerbation in the lesions. " 
is reduced to a level that will not produce on 
In the patients who were cured, the cure we 
attained in periods varying from a few we ks 
to as much as a vear. In 1 patient a «iftus 
dermatitis of the left hand of many years (ur 
tion cleared gradually with treatment, | 
patient was not entirely free of signs an 
toms until a full year had passed. 
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SUMMARY 


AND CONCLUSIONS 

mental and clinical evidence indicates 
ain intractable eczemas of the hands 
bably other parts of the body) are due 
hypersensitivity to the patient's own 
brought about by the liberation of 
vecus toxin, plus trauma at the site 
s10ons. 

une “keratid” is suggested for this type 
lesion. 


i tients out of a total of twenty treated 
st phylococcus toxin were cured. 
MENTARY DISCUSSION (BY E. L. B.) 
Al Sil the preliminary preparations of this 
Te test e work of Hecht, Sulzberger and Weil 
! tl peared. In brief, their report shows that 
nergistic action of staphylococcus toxin, 
Hampt ted coincidentally with skin extracts, pro- 
x t - precipitins for such extracts in the rabbit. 
VEN personal conversation with Dr. Hecht we 
Us TON rned that some of these animals showed 
Twe of autogenous sensitivity. We believe 
US LON is results as well as ours offer suggestive 
and hi lence that some eezematous lesions are the 
n 10 


an autogenous sensitization to some 


ent of skin. 


patients 
nae 5. Hecht, R.; Sulzberger, M., and Weil, H.: Stu- 
: : Sensitization to Skin: I. The Production of 
Tl years ies to Skin by Means of the Synergistic Action 
rely du logous Skin Antigen and Staphylococcus, J. 
ed wher Med. 78:159 (July) 1943. 
reatmet 
ared. 
hecessa 
oft tox 
ned 
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of thin 
quire ad 
1 
] : 10.001 
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In considering this hypothesis one is inclined 
to ask, if the synergistic action of staphylococcus 
toxin produces these eczemas, why treatment 
with toxin is Several 
answers based on two previous observations sug- 


sometimes effective 


gest themselves. First, in the studies with lens 
it was found that after sensitization to lens had 
been established, further injections of toxin and 
lens produced an insensitive state. Since our 
method of injection has been cutaneous, we may 
have simply supplied an effective dose of toxin 
into the skin, i. e. a dose sufficient to produce 


an insensitive state. Second, toxin-forming 


staphylococci are lytic agents probably 
liberate the secondary cutaneous sensitizing com- 
ponent. Therapeutic injections of toxin may 
produce antilytic antibodies which inhibit the 
Ivtic action of the organism. 

One other point seems worthy of mention 
Throughout this study we have used a form ot 
(Burky) which 
from those produced commercially. 


differs 
In addition 
We do not 


mean to imply that commercial toxoids are with- 


staphylococcus toxin 


we have used toxin and not toxoid. 


out value, but we do wish to stress the point 
that since our preparation is different from the 
others our results cannot be compared with those 
of other investigators because of these differ- 


ences. 


Paul 


Raven, Md. 


1125 St. 


Loch 


Street, Baltimore 2. 
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CHLOROPHYLL OINTMENT IN TREATMENT OF 
DERMATOPHYTOSIS OF FEET AND 
SIMILAR LESIONS 


G. I. WALLACE, Px.D. 


J. K. DAY, MS. 
AND 


H. E. MOORMAN, M.S. 


URBANA, ILL. 


The use of chlorophyll in the treatment of infections by Gruskin ' and 
his associates has aroused considerable interest and comment. Because 
ot the reported value of chlorophyll in the field of dermatology it was 
thought desirable to try its effect in cases of lesions of the feet of students 
attending the University of Illinois. Diagnosis in these cases was made 
originally on the basis of clinical symptoms. After the clinical diagnosis 
the students were taken to the laboratory and cultures were made of 
material from the infected areas. After two cultures had been made 
chlorophyll was applied and any improvement noted. 

The laboratory study was made by culturing on Sabouraud maltose 
agar (fy 5.5) and beef extract agar (py 6.8) and in hanging drop 
preparations in acid maltose broth. The last-mentioned method was 
proposed by Blumenthal and Snow * (1936) for the diagnosis of tinea 
infections. In the first few isolations cultures were also made by adding 
0.015 per cent potassium tellurite to the Sabouraud agar to aid in inhibit- 
ing bacteria. However, better results were obtained in the plates not 
containing potassium tellurite ; so its use was discontinued. The material 
for inoculation of cultures was obtained by first swabbing the affected 
areas with 70 per cent alcohol and then making cultures with both blister 
Huid and scrapings of skin. This procedure of culture was repeated, 
after four to seven days, before treatment was started to give a check 
on the determination of cause. All agar plate cultures were incubated 
at room temperature and observed daily for one week. The hanging 
drop cultures were examined microscopically at eight, twelve and twenty- 
four hours after the making of the culture. Of the 31 cases studied in 
which there were definite lesions on the feet, usually in the interdigital 
spaces, a species of Trichophyton was isolated in 17 cases and Staphylo- 
coccus aureus or Staphylococcus albus only in 14 cases. The Sabouraud 
agar plate culture proved to be a better medium than the acid maltose 
broth hanging drop culture for the isolation of species of Trichophyton. 


From the Department of Bacteriology, University of Illinois. 

1. Gruskin, B.: Chlorophyl—Its Therapeutic Place in Acute and Suppura- 
tive Disease, Am. J. Surg. 49:49-55, 1940. 

2. Blumenthal, F. L., and Snow, J. S.: A Rapid Cultural Method for the 
Diagnosis of Tinea Infection, J. A. M. A. 107:1367-1369 (Oct. 24) 1936. 
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In those cases in which species of Trichophyton were not isolated, 
Staph. aureus and Staph. albus were given as possible causes. It is 
well known that Staph. aureus and Staph. albus are found in abun- 
dance on the human body at all times under normal conditions. 
There is the possibility that they could be the cause of such lesions 
on the feet, if the feet were in an unhealthy condition or were not well 
cared for. Whether or not they actually caused the lesions which were 
present is not known, but this must be admitted as a possibility. After 
duplicate cultures had been obtained chlorophyll treatment was started. 

Chlorophyll ointment was used for treatment and was obtained 
through Dr. Gruskin from the Rystan Company, of New York. Dr. 
Gruskin described the ointment as water-soluble magnesium or copper 
chlorophyllin in hydrous wool fat. The ointment was prepared by adding 
1 Gm. of one of these water-soluble chlorophyllins, finely ground, to 
28 Gm. of hydrous wool fat. In some cases a small amount of water 
was added to facilitate better mixture. After it had been well mixed, 
it was autoclaved and was then ready for use. The students were 
each given a small amount of the ointment with instructions to apply 
it once daily. A thin layer was to be applied to the affected area and 
massaged lightly to insure penetration. It was suggested that loose 
scales of skin be removed before application of the chlorophyll. .\ 
small amount was given each student purposely so that he would have to 
return frequently for more. In that way a better check of the progress 
was obtained. After four to five weeks the students were again brought 
into the laboratory and cultures were made. At each request for more 
chlorophyll ointment and at the time of final culture the condition of 
the patients’ feet was discussed carefully and clinical examinations were 
made. 

The results of cultures and treatment are summarized in the accom- 
panying table, in which all the cases are classified on the basis of char- 
acter and duration of the infection and cause or possible cause, in the case 
of staphylococci, of the infection. Results of the final cultures and 
clinical observations on value of treatment are given for every case. It 
can be seen from the results listed that improvement was obtained in 
22 of the 31 cases. Of the 17 cases in which Trichophyton was isolated, 
in + there was improvement and the fungi were not isolated in the final 
cultures, in 9 there was improvement and yet the fungi were isolated 
in the final cultures and in 4+ there was no improvement and the fungi 
were vielded in the final cultures, except for 1 case in which a final check 
culture was not made. Of the 14 cases in which the disease was possibly 
caused by staphylococci, in 9 there was improvement, although staphylo- 
cocci were isolated in all final cultures. 

In a good many of the cases a clinical follow-up was made several 
months after treatment was stopped. Almost invariably it was learned 
that the original condition had recurred. The ointment was nonirritating 
and caused quick relief from the itching sensation caused by the lesions 
but apparently did not permanently cure. Dr. Gruskin’s comment * on 
this particular point was that the chlorophyll did not actually reach the 


3. Gruskin, B.: Personal communication to the authors. 
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source of the infection. This probably is true and may be the reason 
ior the lack of permanent benefit. However, Dr. Gruskin had suggested 
earlier that the action of chlorophyll was due to its ability to increase the 
resistance of tissue cells in some physicochemical manner and not to any 
bactericidal or bacteriostatic action. He found chlorophyll to possess 
a slight bacteriostatic action. In vitro tests on bactericidal and bacterio- 
static action made in this laboratory gave no appreciable action. This 
too may explain the recurrence of the infection, since the cause is not 
destroyed and the disease can come back as soon as treatment is 
stopped. 
CONCLUSION 

The observations reported indicate that chlorophyll ointment is 
valuable for relieving the itching characteristic of lesions due to fungous 
infection of the feet and similar lesions but apparently is not of perma- 
nent value as a cure. 


Dr. B. Gruskin and Mr. O’Neill Ryan Jr. assisted in this study. 
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CLINICAL EFFECTS OF PARAAMINOBENZOIC ACID IN VITILI 
L. G. BEINHAUER, M.D. 
PITTSBURGH 
In a recent publication! it was claimed that Eleven patients with achromotrichia accompany; 
paraaminobenzoic acid restores pigmentation and alopecia areata (2 white children, 6 white men g 
. 3 white women, ranging from 4 to 46 years of ao, 
and 6 white persons with lentigines (an equal 
mentation was said to have been observed in viti- of boys and girls, ranging from 6 to 15 years ne 
liginous patches and in areas of depigmentation were also treated with paraaminobenzoic acid.’ 
of patients with alopecia areata. Depigmentation medication for this group was continued for six month. 
was also said to have been noted in such areas easurements of color were not made, and the result 
recorded are dependent entirely on frequent clinical ob. 


of hyperpigmentation as nevi, nevus cells and 
lentigines. 

The absence of clinical data corroborative of 
these claims suggested the present study of the 
response of vitiligo to paraaminobenzoic acid. 
Coincidentally, the effect of this drug on a small 
number of patients with depigmentation accom- 
panying alopecia areata and achromotrichia and 
on another small group, with hyperpigmentation 
(lentigines), was also studied. 


CLINICAL STUDY 

Twenty-two white men, 13 white women, 4 white 
children and 2 Negro children with vitiligo were 
selected for study; they ranged in age from 6 to 57 
years. Four white men, 4 white women and 1 Negro 
child were selected for controls and received no medica- 
tion. Varying degrees of vitiligo, from localized to 
generalized involvement ranging from one month to 
seventeen years in duration, were encountered. Four 
of this group had associated achromotrichia. The 
medication consisted of oral administration of 100 mg. 
of paraaminobenzoic acid three times daily, and each 
patient was seen once every six weeks, at which time 
a clinical examination was recorded and the medication 
was dispensed. No determinations were made of the 
concentration of the acid in the blood, nor were studies 
of absorption and excretion undertaken. Colored 
photographs were made of 27 of the patients at intervals 
of three months as a permanent record for comparative 
study. The medication was continued over periods of 
three to seventeen months, with a general average 
oi seven months of administration. There were also 
14 patients with achromotrichia, 9 white men and 5 
white women, ranging from 34 to 57 years of age. 
These represented degrees of decrease in hair pigment 
ranging from graying to total whiteness. Premature 
graying was a family trait for 6 of these patients. 

From the Department of Dermatology, University 
oi Pittsburgh. 


1. Sieve, B. F.: The Clinical Effects of a New B 


Complex Factor, Paraaminobenzoic Acid, on Pigmen- 
tation and 
(March) 


Fertility, South. Med. & Surg. 104:135 


1942. 


servation. The dosage and method of administrati 
were the same as recorded in the study of vitilig 


RESULTS 

A total of 41 patients with vitiligo showed 
improvement (evidence of repigmentation ). 
7 of the patients, progression of the depigment, 
areas Of the 4 patients wit! 
associated achromotrichia, 1, 
who had received the medication for seventee: 
months, had a partial restoration to normal coloy 
of the hair of the eyebrows and eyelashes, |; 
this patient the areas of vitiligo, however, wer 
progressive. Only 2 of the 14 patients wit 
achromotrichia manifested any change, a dirt 
yellowish discoloration, which could have bee: 
attributed to a shampoo used on the scalp. \ 
repigmentation was observed in 11 patients wit 
achromotrichia associated with alopecia areata 
and no prevention or depigmentation of lent. 
gines was observed in the 6 patients unde: 


was observed. 


a boy ot 9 vears 


observation. 


SUMMARY AND CONCLUSIONS 


Vitiligo remained unaffected in 41 patient 
treated with paraaminobenzoic acid. Repigmer 
tation was not noted in 14 patients with achrom 
trichia given paraaminobenzoic acid. Ths 
treatment was only partially successful in | cas 
of achromotrichia associated with vitilig 
Failure was recorded in treatment of 11 patient 
with achromotrichia accompanying — alopec! 
areata. 

The administration of paraaminobenzoic ac! 
failed to cause depigmentation or prevet 
lentigines in 6 cases. 

The Winthrop Chemical Company, 


York, furnished the paraaminobenzoic acid us: 
study. 
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AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 


PRESIDENT’S REPORT FOR 1943 * 


\s the American Board of Dermatology and 
syphilology has been in existence for the past 
eleven vears, it seems suitable to give a brief 
resume of some of its activities and accomplish- 
ents. 

Of the fifteen national specialty boards which 
ve now in existence, this board was the fourth 

be organized (in 1932). Its organization was 
receded by that of the American Board of 
Ophthalmology by sixteen years, this pioneer 
ody having been founded in 1916. The Ameri- 

“Board of Otolaryngology was established 

1924 and the American Board of Obstetrics 
nd Gynecology in 1930. 

[he first steps toward forming a_ national 
walifying board for dermatology and syphilology 
ere taken in 1931 at the annual meetings of 
the American Dermatological Association and 
the Section on Dermatology and Syphilology 
ithe \merican Medical Association. Four men 
ere selected from each of these organizations 

orm a board, which held its first meeting in 
New Orleans on May 11, 1932, when officers 
vere elected. A subsequent meeting was held 

Philadelphia, on Nov. 11, 1932. 

The board was incorporated under the laws 
i Delaware on Nov. 25, 1932. In the same year 
‘ie first booklet was published, stating the 

jects of the board and giving detailed informa- 

n regarding applications and examinations. 

the first of the four standing committees to 
« tormed was that on requirements, under the 

airmanship of Dr. George M. MacKee. This 
as later followed by the committee on education, 
eaded by Dr. Fred D. Weidman, an important 
inction of which was to study information about 
portunities for graduate instruction our 
yecialty. The third committee was one on 
‘aminations, whose duty was to read and mark 
ipers of the written examinations. Eventually, 
‘seemed advisable to form an executive com- 
ittee of four to act in the interim between the 
nual meetings of the entire board. 

Oi the eight original members of the board, 
ily two, the secretary and president, are still 


members. Five men have resigned, including 
Urs. Jay F. Schamberg, Howard Morrow, 


eorge M. MacKee, Harold N. Cole and Arthur 
“ullians, on account of stress of work or ill 


“Portions of the report of interest only to the 
embers of the board have been deleted. 


health. Dr. Fred D. Weidman took the place 
of Dr. Schamberg, and the others who became 
members of the board were Drs. Paul O’Leary, 
Charles C. Dennie, ]. Gardner Hopkins, Francis 
Senear, Bedford Shelmire and Henry FE. Michel- 
son. Drs. Schamberg and Morrow died subse- 
quent to their resignation. 

The board continued to consist of eight mem- 
bers until after the organization of the American 
Academy of Dermatology and Syphilology, in 
1938. It was then incumbent on us to give 
proper recognition to this new and_ largest 
dermatologic society. Accordingly, the board 
was enlarged to nine members, three represent- 
ing the academy and three representing each of 
the two original societies. 

As in the case of all other boards, ours has 
obtained its certified specialists by awarding our 
certificates, first, without examination to the 
men in the so-called founders’ group and, second, 
to physicians who successfully passed our ex- 
amination. Honorary certificates were given to 
Drs. George Henry Fox, Thomas A. Corlett 
and John T. Bowen. Eventually the time limit 
for applications for the founders’ group was 
reached (1935), and since then no one has been 
certified without examination. This has been 
the practice of the majority of the boards, one 
exception being that of the American Board of 
Ophthalmology which in special cases from time 
to time certifies applicants without examination. 

During 1932 examinations were not held, but 
since then we have had one annual examination, 
including both written and oral portions, except 
in 1938, when two were held. Except during 
the first year, the presentation of case reports has 
not been required, as is done by some of the 
other boards. The question of omitting the 
written examination has often been discussed, 
though it has been retained up to the present. 
Although the oral examination is considered to 
be the important one, it is thought that an 
average of the results of the two examinations 
is the fairer procedure. 

Until 1939 our annual meetings and exami- 
nations were held at the time and place of meet- 
ing of the American Medical Association. After 
the American Academy of Dermatology and 
Syphilology was organized, it was decided to 
hold our examinations immediately before the 
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sessions of the academy, the largest number of 
dermatologists being present at that time. 

In the conduct of the oral examinations, the 
candidate appears before each member of the 
board except the secretary, who is usually busy 
with the executive part of the examination. 
Different subjects are allotted to the various 
members and always include examination of 
patients and histologic slides. It is felt that a 
candidate’s ability can be best judged when he 
is examined by almost every member of the 
board. This is possible because the number of 
applicants is rarely more than 60. We have not 
utilized assistant examiners who are not members 
of the board. 

At the first examination, in 1933, there were 
27 candidates, while the highwater mark was 
reached in 1939, when 96 candidates were ex- 
amined. During the first few years a candidate 
was.classed as having failed if he was deficient 
in only one or two subjects. Later, we adopted 
the fairer plan of giving conditions to those who 
had only partial failures. At a subsequent 
attempt to pass the examination, the questions 
were limited to the subject or subjects in which 
the candidate had been deficient. The percentage 
of failures or conditions has varied from 20 to 
30 and is approximately the same as that of other 
boards. However, nearly all candidates who 
have been conditioned have successfully passed 
a subsequent examination. 

Experience with our board shows that if a 
member were prejudiced against a certain candi- 
date this could not affect the final result of the 
examination. In the case of the written exami- 
nation taken by class B candidates, the papers 
are identified by number and not by the name of 
the candidate and are read by two or three 
members of the board, who average their marks. 
In the oral examination, every candidate appears 
before at least eight of our nine members, and 
his marks are carefully discussed later by the 
entire board. 

Our original fee for an applicant was $35, but 
it became necessary to increase it to $50 in 
1940. A considerable source of revenue ceased 
with the closure of the founders’ group. 

Publications of the board include seven 
editions of a booklet on general information for 
applicants, two editions of a booklet describing 
opportunities for graduate study in our specialty 
and a syllabus containing an outline of the work 
to be covered and suggestions for preparation of 
the student during the three year period of 
training. 

It is a source of pride that our board was 
the first to publish a booklet of opportunities 
for graduate instruction. This required the 


sending of questionnaires to sixty-two eee 
and hospitals which were thought to ly Bie I 
of giving satisfactory instruction. One “ult, 
lay in the borderline institutions. Aid soly- 
ing this problem was afforded by the enero. 
action of the Council on Medical Education ang 
Hospitals of the American Medical Associatio, 
in making surveys of the institutions in question 
Up to the present, twenty-two institutions haye 
been approved for three years of training, 
for two vears and seven for one year. 

Another difficult problem was that of utilizi 
preceptors to give part of the required instry 
tion. Questions arose as to the necessary quali. 
fications of possible preceptors and the methods 
of appointing them. It was finally decided 
that a preceptor should confine his teaching ; 
the second and third years, the student's firs: 
year to be spent in some institution as a resident 
or graduate student, especially one where bas; 
sciences are taught. It was decided that wit! 
rare exceptions a preceptor who taught th: 
student for part of the day in his private offic 
should be either the chief of a large clinic or a: 
least an active participant in its work. 

With the advent of war, certain changes in our 
requirements became necessary and were gladly 
made. Men who. were in active service in th 
armed forces or in the United States Publ 
Health Service or who had orders to go int 
active service were allowed to take their exami- 
nations at the conclusion of three years of train 
ing, the certificate to be awarded at the end o/ 
five years, as usual. It was also decided 1 
allow one year in any branch of military or naval 
service to count as the equivalent for one year 
of experience in the practice of dermatology and 
syphilology. 

A circular letter from-the advisory committee 
stated that it seemed advisable from the stand 
point of efficiency that the recognized specialties 
be directed by executives in Washington wh 
were well trained in their respective fields. \ 
memorandum was therefore prepared by our 
executive committee and submitted to the Sur- 
geon General of the Army. It was stressed 
that in World War I nearly five million days 
were lost from disability caused by diseases 0! 
the skin and syphilis. It was learned, however. 
that syphilis had already been grouped wit! 
other venereal diseases, and our suggestion | 
have a representative in the Surgeon Generals 
office in charge of dermatology and syphilolog) 
was not accepted. We felt certain that no gr 
was as well qualified to furnish expert sy 
lologists as were the specialists certified by ou’ 
Board. However, many dermatologists are now 
serving as venereal control officers. 
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10 leges in 1. +), the board adopted a form for annual Dr. George M. Lewis, who has been appointed 
be apable giving a detailed account of the work of assistant secretary. 
C ulty » appvcant. This has been helpful to the com- few words of appreciation should be said 
id soly- ‘itte requirements in estimating the amount for the valuable assistance given by the advisory 
Bt Oes training received. board for medical specialties, founded in 1933- 
Cation and the boards are now using forms known 1934. As its name implies, it acts solely in an 
\ss lator . the “Record of Professional Assignments for advisory capacity. It has helped to raise the 
1 question rospective Applicants for Certification by standards of graduate training and has made 
Hons have fs .cialty Boards.” Their object is to evaluate surveys and studies of opportunities for resi- 
ess © Behe experience of medical officers during service dencies and assistantships. One of its greatest 
: the armed forces. This information should accomplishments was the publication of a 
t utilizing of help to the committee on requirements, “Directory of Medical Specialists,” the last 
d instru ‘hough its evaluation will doubtless be difficult edition containing names and brief biographic 
sary quali- some cases. The secretary has thus far sketches of approximately 18,000 certified 
e methods \stributed seventy-four of these pamphlets to specialists. 
ie cided Bor spective applicants. The purposes of our board have been stated in 
es Up to the present, the board has certified 644 our booklets of information. The primary pur- 
len S Ast Boonlicants, including 227 from the founders pose has been to determine the competence of 
a resident sroup, 3 honorary members and 414 by exami- physicians who specialize in dermatology and 
here bas iti i (of 568 applicants examined, 6] failed syphilology. We have established minimum 
that wit! nd 81 were conditioned (a total of exactly 25 standards of training, examined candidates and 
aught th er cent). Forty-six of the holders of our published lists of persons who were certified. 
Ware COC ertificates have died, leaving an active list at We have also tried to stimulate the develop- 
linic or a oresent of 603. There had been 822 applicants ment of training facilities and to investigate 
to Oct. 1, 1943. facilities of various institutions. It is hoped that 
oe (he duties of the secretary should now be less Our purposes have been fulfilled. 
ere gladly Bt duous, as he will have the able assistance of Howarp Fox, MD. 
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Clinical Notes 


DERMATITIS DUE 


TO HAIR LACQUER 


EUGENE M.D., SAN FRANCISCO 


The new type of upswept hairdress, the shortage of 
hairpins and the lack of time of women doing indus- 
trial work have recently led to the wide use of hair 
lacquer. The lacquer is put up either in jars containing 
lacquer pads or in the torm of a liquid which can 
be sprayed on the hair. The round pads are soaked 
with the lacquer and are conveniently used by touch- 
ing the hair, especially on the neck, to keep it in place 
and to give any desired direction to long and short hair. 
The applied lacquer dries rapidly and gives a more or 
less stiff, though neat, appearance to the hairdress. 

The dermatitis usually starts at both sides of the 
neck; sometimes large parts of the occipital and tem- 
poral regions of the scalp are involved. Sometimes the 
entire scalp is involved. This dermatitis can easily 
be mistaken for a seborrheic one, because some days 
after the use of the lacquer and after frequent brush- 
ing of the hair particles of the lacquer fall off as a 
fine, white, scaly, branlike dust, precipitating on the 
scalp and imitating a seborrheic dermatitis. 

Some lesions are erythematous, some follicular and 
some pustular. 

All patients complain of intense itching. Several 
patients showed, in addition to the aforementioned 
localization, patchlike lesions of dermatitis on the face 
and both arms. This probably is due to the fact that 
many patients sleep on their arms or that the dry scales 
of the lacquer are deposited on the pillow and act on 
these areas as a contact irritant. Others showed the 
picture of generalized dermatitis. In all cases a typical 
history of use of the product could be found. Patch 
tests performed with the lacquer elicited strongly posi- 


tive reactions. Several control tests were performed 


GREENISH PIGMENTATION OF 


on patients who were not suffering from a: liseas 
of the skin. A number of them gave positiv: 
The hair lacquer, apparently containing natur 


or synthetic resin or gum, seems to be 
irritant as well as a sensitizer to the skin, ca 
dermatitis after continuous use and exposu 
exact formula of the composition has not yet bee: 
by the manufacturers, but one firm states: “Thy 
lacquer we are now using is composed of tw 
synthetic resin dissolved in water with the 

per cent caustic soda [sodium hydroxide] and ().() 
per cent ammonia.” 

Predisposing factors, such as previous cutaneous d 
eases and an allergic history, could not be found 
most of these patients. It was not certain whether 
not in some patients, in addition to the primary 
tion of the hair lacquer, other factors, such as 
from permanent waves and drying machines, play 
a role. 

In treating lacquer dermatitis, it is important 
remove completely all the lacquer. Washing with s 
and water is not sufficient to achieve this. Some lacquers 
apparently are dissolved in isopropyl alcohol. It seer 
to be necessary to use a solvent, such as alcohol, | 
zine or carbon tetrachloride, to remove the lacque: 
Of course these solvents must be used with the utmos 
precaution, in order to avoid an additional irritat 
of the skin. 

Recently the State Department of Public Healt! 
California has warned the public against the us 
these products. 


er 


450 Sutter Street. 


NAIL PLATES FROM BACILLUS 


PYOCYANEUS INFECTION 
Report of Two Cases 


LEoN GotpMAN, M.D., AND Harry Fox, M.D., CiIncinnat! 


Although secondary infections of the hands with 
Bacillus pyocyaneus are not uncommon,! _ persistent 
greenish pigmentation of the nail plates has not been 
described previously. In the dermatologic ward of the 
Cincinnati General Hospital we have seen 2 patients 
with such pigmentation. B. pyocyaneus is present from 
time to time in patients in the ward, especially in asso- 
ciation with chronic moist lesions of the skin. The 
spread of this secondary invader is usually associated 
with breaks in nursing technic. 

The first patient had an extensive second degree 
burn of the right upper extremity, neck and shoulder. 


From the Department of Dermatology and Syphi- 
lology of the College of Medicine of the University of 
Cincinnati. 

1. Heller, J.: Die Krankheiten der Nagel, in Jadas- 
sohn, J.: Handbuch der Haut- und Geschlechtskrank- 
heiten, Berlin, Julius Springer, 1927, vol. 13, pp. 131-135. 


There was no burn of the fingers. A B. pyocyane 
infection of ‘the burned area developed, spread to t 
right hand and was allowed to go unchecked for a nu! 
ber of days. It involved all the fingers of the mg 
hand. It was soon observed that there was an inten 
dark green pigmentation of the nails of all fingers. 
addition, the tips of the fingers were edematous. T 
suggested a paronychial infection also. No cultures w' 
made. With application of compresses wet with 1 | 
cent acetic acid the infection subsided rapidly, but t 
pigmentation of the nails remained. It was observed tha! 
even after some weeks the greenish pigmentation 0! t 
nail plate persisted. The color became less intense bv" 
was still green and was limited to the nail plate, 5" 
scrapings of the nail were greenish. The adjacent sk" 
was entirely clear. The pigmentation of the entire 4 
plate persisted during the four months of the patients 
hospitalization. The patient was recently seen, and he 
reported that the pigmentation persisted for tw momt' 
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PERLSON—THERAPEUTIC 


lease from the hospital and then faded gradu- 

shout the entire nail plate. 
nd patient had a contact dermatitis of the 
vith secondary pyogenic infection. He like- 
red a superimposed B. pyocyaneus infection 
spital. This too was associated with a paro- 
fection of the thumb area of the left hand, 
e entire hand was involved with the B. pyo- 
fection. The pigmentation in this instance 
a definite green color and involved the 
plate of the thumb and persisted even after 
uitis and B. pyocyaneus infection of the adja- 
s icaled. He could not be traced after dis- 
the hospital; hence the subsequent course 


ese cases Were instances, then, of primary pigmen- 
nail plate with some of the soluble pigments 
prophyte (in these instances B. pyocyaneus). 

le that the associated paronychial infection 
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AFTER SPLENECTOMY 
made for B. pyocyaneus infection of the matrix and for 
easier diffusion of pigment through the matrix and con- 
sequently through the nail plates. It is interesting that 
in the first case the pigment remained throughout the 
nail plates even though the new nails continued to grow. 
It is possible that most of the B. pyocyaneus infections 
of the hands checked 
before extensive infection of the nail could occur. 


which we have observed were 


SUMMARY 


Two cases of continued greenish pigmentation of 
finger nails following paronychial infection associated 
with a superimposed B. pyocyaneus infection were noted. 
The color in each instance changed from bright to dull 
green and persisted after the paronychial infection had 
healed and the skin had In 1 case the pig- 
mentation persisted for six months. 


cleared. 


733 Carew Tower, Cincinnati 2. 


THERAPEUTIC MALARIA FOR A PATIENT WHO HAD UNDERGONE 
SPLENECTOMY 


JosEPH PERLSON, 

\ search of the literature in the Quarterly Cumula- 
Index Medicus for the past ten years fails to 

veal any instance in which a splenectomized person 
received therapeutic malaria in the treatment of 
entia paralytica. In view of its apparent rarity, 
lowing case is submitted. 


REPORT OF A CASE 


\W. F., a white man aged 54, entered the Patton 
tate Hospital on March 5, 1943 with the complaint 
having undergone progressive mental deterioration, 
g irresponsible and showing loss of memory for 
past seven years. He was born in England on 
pril 21, 1888, and migrated to Canada in 1904. On 
12, 1914 he enlisted in the Canadian Army. In 

y 1916, during a bayonet charge, he was crushed 
i trench and his spleen was ruptured. An emer- 
y operation was performed, and later, in July of 
the spleen was removed. On Oct. 23, 1916, 
received an honorable discharge. Since then he 
ms to have been healthy. The syphilitic infection 
is discovered in 1935. Previously he had complained 
eakness, headaches and backaches. Treatment con- 
sted ot the use of tryparsamide, neoarsphenamine and 
iismuth preparation. The first examination of the 
ial fluid, on Oct. 6, 1940, revealed a “Wassermann 
t 3 +, a colloidal gold curve of 5544332100 


t year, 


1] 
Clis, 

[he mental examination on April 28, 1943 revealed 
to be alert and attentive but somewhat restless 


His speech was affected and forceful and 

ved some stuttering. At times his statements were 
ntradictory and confusing. The signs indicating the 
of organic mental disease were difficulty in 


i anxious, 


tunking and concentration, impaired remote and recent 
memory, poor retention and calculating abilities and 
poor judgment. 


Examination showed equal pupils, the right being 
mewhat irregular, both reacting to light and in con- 
The knee jerks were hyperactive, and the 


From the Patton State Hospital, Patton, Calif. 


M.D., 


Patton, Cacir. 
Oppenheim and Gordon signs were positive on the left 
side. 

The initial laboratory report revealed a Wassermann 
reaction of the blood of 4 plus and a Kahn reaction 
of 4 plus, a Wassermann reaction of the spinal fluid of 
4 plus, a 1 plus reaction for globulin, 13 lymphocytes 
and a colloidal gold surve of 5555320000. 

Beginning March 18, 1943 he was given five weekly 
intravenous injections of tryparsamide (3 Gm. each), 
and on April 28 he was inoculated with 5 cc. of tertian 
malarial blood intravenously. He had his first paro- 
xysm on April 30 and the last one on May 15, for a 
total of eleven. His highest temperature was 106.4 F. 
(rectal), and he sustained a temperature above 101 F. 
for a minimum total of one hundred and thirty-four 
hours. Because of anemia, jaundice and delirium, his 
malaria was terminated on the latter date with 120 
grains (7.8 Gm.) of quinine sulfate in fractional doses, 
40 grains (2.6 Gm.) per day. 

Examinations of the blood performed every other 
day, revealed the picture which is usual for a patient 
undergoing malarial treatment. However, the platelet 
count fell from an initial value of 195,000 to 145,000 
at the ninth chill and then rose to 295,000. The icterus 
index rose from an initial value of 3 to a maximum 
value of 40 at the ninth chill, but it dropped to 8 two 
days after quinine therapy was instituted. The choles- 
terol fell from an original level of 180 mg. to a low 
of 125 mg. and gradually rose to 155 mg. before death 

After the termination of his malaria he was given 
four weekly intravenous injections of mapharsen (0.04 
Gm. each) and subsequently seven weekly intravenous 
injections of tryparsamide (3 Gm. each). 

On July 28, he was struck by another patient and 
received a fracture at the angle of the right mandible. 
Subsequently, hypostatic pneumonia developed, and he 
died. Permission for autopsy was not obtained. 


CONCLUSION 


It would appear from the foregoing case that thera- 
peutic malaria is not contraindicated in the treatment 
of dementia paralytica in splenectomized subjects. 
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Abstracts from Current Literature 


Epirep By Dr. 


Mo_iuscuM CONTAGIOSUM OF THE Eyer. L. A. JULIA- 
NELLE and W. M. James, Am. J. Ophth. 26:565 
(June) 1943. 


The authors find that molluscum contagiosum of the 
eye is an uncommon condition of the lids characterized 
by persistent conjunctivitis and sometimes accompanied 
by keratitis. The clinical appearance may be deceiving 
because of its similarity to marginal chalazia, milia 
and warts, but diagnosis by histologic examination is 
infallible. In any case all nodules should be removed, 
treatment in all 5 cases reported consisting of resection 
followed by mild irrigation; recurrence did not take 
place when the nodules were completely removed. The 
disease, unlike others of virus origin, is of low infec- 
tivity, in support of which the authors cite a number 
of reasons. 


DERMATOLOGIC ABouT THE Eyes. O. 
Ormssy, Am. J. Ophth. 26:850 (Aug.) 1943. 


In this essay the author discusses ocular pemphigus ; 
ectodermosis erosiva pluriorificialis, described by Klau- 
der as a form of erythema multiforme characterized 
by its constitutional symptoms, involvement of the con- 
junctiva and the erythema multiforme complex of the 
skin; the triple symptom complex of Bechet, charac- 
terized by aphthous lesions of the mouth, ulcerating 
lesions of the genitalia, retinitis and iridocyclitis, occa- 
sionally with erythema nodosum-like lesions; ocular 
avitaminosis, especially in association with cutaneous 
lesions associated with riboflavin deficiency; contact 
dermatitis, especially that due to the use of cosmetics; 
xanthelasma, which is called to the attention of the 
physician as a possible first sign of impending vascular 
disease of the hypertensive, arteriosclerotic type; 
pseudoxanthoma elasticum with angioid streaks, and, 
finally, lupus erythematosus as it affects the lids and 
conjunctivas. 


RELATION OF TRAUMA TO SYPHILIS OF THE NERVOUS 
System. H. Houston Merritt and H. C. Soto- 
MON, Ann. Surg. 117:623 (April) 1943. 

This article briefly describes the various clinical 
types of neurosyphilis and then cites clinical case his- 
tories of instances of each type in which trauma appar- 
ently played a part; legal opinion is likewise cited in 
relation to some of the cases in which litigation ensued. 
As summarized by the author, the role of trauma in 
the precipitation or aggravation of the symptoms of 
neurosyphilis has not been adequately studied on a 
scientific basis; the one proved fact is that neuro- 
syphilis is due to invasion of the nervous system by 
spirochetes. The deleterious effect of trauma can only 
be deduced. There is divergence of opinion as to the 
degree of injury necessary and the time interval between 
injury and onset of symptoms. It is the duty of the 
medical expert to keep within the limits of what is 
reasonable and not give the dignity of probability to 
conclusions that should be considered only as remotely 
possible. Likewise, it behooves the judiciary—granted 
that when there is reasonable doubt the benefit should 
accrue to the claimant—not to go too far in relating 
to the development of neurosyphilis injuries of other 
parts of the body than the nervous system. 
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HERBERT RATTNER 


MASSIVE FIBROMA OF THE SCALP. Lorne H 
NEL and A. J. M. Davies, Ann. Surg. 118:154 
(July) 1943. 

This essay is essentially a report of a case nassive 
cerebriform fibrous tumor of the scalp which for der- 
matologic purposes might be classified on 
its gross appearance as a nevoid form of circ 
cutis verticis gyrata; in spite of its disfiguring 
ter (due to its large size) it was successfully 

Mil 


AN OUTBREAK OF HALOWAX ACNE (“CABLi 

AmonGc Louis SCHWAR 

M. A. 122:158 (May 15) 1943. 

Cases of acne-like lesions have occurred among elec- 
tricians installing heatproof and flameproot cables 
boats in several shipyards. Investigations have sh 
that the cables causing the trouble were coated wit 
chloronaphthalenes and chlorodiphenyls (Halowax) 

The constant handling of cable in which Halowax js 
loosely packed and flakes off is responsible tor the acne 
occurring among the “strippers.” About two months 
exposure had occurred before they noticed signs of t 
acne on the face. 

The lesions are pinhead-sized to pea-sized pale stra 
colored cysts formed by plugging of the orifices of t 
sebaceous glands. Cysts are located on the tace, lobes 
of the ear, retroaural folds, back of the neck, should: 
abdomen around the navel and thighs and wherev 
else the Halowax-soiled clothes may touch the skin 
Similar lesions may occur in members of the iamil 
the worker; they are caused by contact with his soil 
work clothes, if the clothes are worn or washed at 
home. 


THE MorpHOLoGy OF ‘TREPONEMA PALLIDUM 
THE ELECTRON MICROSCOPE: DEMONSTRATION 
FLAGELLA. Upo J. WiLe and Epna B. Kearney 
J. A. M. A. 122:167 (May 15) 1943. 


By enlarged reproductions of photographs obtain 
with the aid of the electron microscope. \ile 
Kearney demonstrated flagellum-like processes in prepa- 
rations of Treponema pallidum. The processes resem)! 
in all respects flagella which have been demonstrated « 
other bacterial forms. The authors did not succeed 1 
finding them at the ends of the organisms, but t! 
believe that they occur there as well as elsew! 


Tue SeELectTIVE ACTION OF THIOBISMOL ON INDUC! 
Martin D. Younc, Sot B. McLenno: 
and Roy G. Smarr, J. A. M. A. 122:492 (June 1? 
1943. 

In 1939 Schwartz found that thio-bismol (sodium 
bismuth thioglycollate) would convert paroxysms 
by Plasmodium vivax from a quotidian (daily) pero 
dicity to a tertian (alternate days) periodicity. Subst 
quently other investigators confirmed this observation 

The authors have found that thio-bismo! in amounts 
of 0.1 or 0.2 Gm. has an inhibitory effect against 
vivax parasites which are half grown, 1. at 
sixteen to twenty-eight hours after the last paroxys! 
caused by that brood of parasites. Older and younge! 


as) 


a 
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re not affected. It is possible, therefore, to 
tidian paroxysms due to P. vivax to tertian 
thio-bismol about twenty-four hours before 
e paroxysms to be eliminated. A convenient 
minister the drug is at the peak of the fever. 
ective effect of thio-bismol on different-aged 
roods Plasmodium malariae has not been demon- 
lowever, there was a decrease in numbers of 
lowing its administration. 
lly no effect of thio-bismol could be demon- 
st! vainst infections due to Plasmodium falciparum. 
nassive Por the termination of P. vivax infections it has been 
der- nd that one injection of thio-bismol given the day 
basis shat use Of Quinine is started usually acts quicker than 
IDE unine alone and prevents a paroxysm the following 
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Motor COMPLICATIONS OF Herpes Zoster. J. H. 
TaTERKA and Mary E. O’Suttivan, J. A. M. A. 
122:737 (July 10) 1943. 
faterka and O’Sullivan report 2 cases of motor 
alysis complicating herpes zoster in which the 
mong elec- scles affected were the quadriceps and the deltoid 
r cables i spectively. A review of 44 cases previously reported 
ave showr shows that the paresis does not necessarily coincide 
oated with th the herpetic eruption in localization and extent. 
owax) interval between the eruption of the herpes zoster 
Jalowax is nd the appearance of the paralysis (or vice versa) 
he acne ies trom one day to two months. 


(LIAL SYRINGOMYELIA. CHARLES R. MUELLER and 
SamvueL J. Sucar, J. A. M. A. 122:743 (July 10) 


tr 1943 


igns of t! 


hces ot t ir brothers presented a common disability char- 
lace, lobes terized by (1) exaggerated callus under the great 
, should te, insidious in appearance; (2) progressive ulceration 
| vherev t the site of the callus, eventuating in amputation at 
| the skin levels, and (3) anesthesia of varying extent in 
e family ot the part involved. Three male relatives have a similar, 
1 his sore i not the same, disease. The disease is characterized 
t 2 tendency to occur only in the males. It has resisted 
iorms of treatment. The demonstration of sensory 

iation in three brothers points to syringomyelia 


diagnosis of choice. 
Lit 
CEARN 
K MountTAIN Spottep Fever. Georce E. BAKER, 
A. M. A. 122:841 (July 24) 1943. 
s ot taine D = 
Xecently Topping has produced an immune serum in 
ne ae its by using tick virus as the antigen. The rabbit 
s in prepa- 


n has been shown to contain large amounts of anti- 
ies. Satisfactory results have been achieved from 
‘suse, at first in experiments on animals and later in 


resem 


mstrated 1: 


we ment of an increasing number of human beings. 
sgl ias found that neoarsphenamine dissolved in 
us solution of metaphen administered intravenously 
ie ‘intervals of three or four days is beneficial. Three or 
ot wn 4 injections have customarily been sufficient to insure 
Factors IN COMMON DERMATOSES. 
(sodiur faxrmittaw E, OpermMayer, J. A. M. A. 122:862 
sims caused luly 24) 1943, 
n t basis of his experience and of the published 
ri vein vations of others Obermayer believes that func- 
n iain tors play a role in the following dermatoses, 


wr enumerated in descending order according 
the ree of demonstrable emotional disturbance: 

i, burning tongue, neurotic excoriations, der- 

is tactitia (all cases in which self infliction purely 
Y ering purposes can be excluded), localized 
nonorganic origin, chronic recurrent urticaria 
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(cases in which organic causes cannot be detected or in 
which the removal of supposedly causal organic factors 
does not result in cure), chronic recurrent dyshidrosis of 
the hands and feet, neurodermatitis or atopic dermatitis, 
alopecia areata, rosacea, dermatitis herpetiformis and 
herpes gestationis, lichen planus, herpes simplex (espe- 
cially herpes progenitalis), chronic recurrent stomatitis 
aphthosa and its less superficial forms, periadenitis 
mucosae chronica recurrens and ulcus neuroticum mu- 
cosae oris, lupus erythematosus (some cases), psoriasis 
(some cases) and acne vulgaris (some cases). 


ERYSIPELOTHRIX RHUSIOPATHIAE SEPTICEMIA. JOSEPH 
V. Krauper, Davin W. Kramer and N. 
Nicuotas, J. A. M. A. 122:938 (July 31) 1943. 


The cutaneous disease designated erysipeloid is now 
known to be an infection caused by Erysipelothrix 
rhusiopathiae, the organism of swine erysipelas. 

In the case reported a butcher cut his finger while 
working. An infection of the blood stream with Ery. 
rhusiopathiae ensued, from which he died six months 
after the injury. The organism was recovered from 
antemortem cultures of blood. On postmortem exami- 
nation endocardial vegetations were present. 

In Ery. rhusiopathiae septicemia the occurrence of 
monocytosis and the appearance of the eruption have 
considerable diagnostic value, since other symptoms of 
the infection in man are common to any septicemia. 
The formation of disciform lesions and large plaques 
lacking characteristic features of erythema multiforme 
is distinctive. Purplish linear lesions in the creases of 
the palms and the palmar surfaces of the fingers are 
unique cutaneous lesions. The rash resembles the pur- 
puric and petechial eruption that characterizes the extra- 
meningeal types of acute and chronic meningococcic 
infection. 

Immune serum should be employed in massive doses 
in a short time. The following treatment is suggested: 
100 cc. intravenously every twelve hours for the first 
four to six injections, further treatment depending on 
the clinical results. Sulfonamide compounds appear to 
be ineffective in the treatment of this disease. 


INTENSIVE METHODS OF TREATING Sypuitis. H. N. 
Cote, E. B. Herset and Georce Stroup III, J. A. 
M. A. 123:253 (Oct. 2) 1943. 

The rate of prevalence of syphilis is highest among 
the most ignorant and least cooperative part of the 
population. Such patients with early syphilis should be 
hospitalized. The Thomas and Wexler technic with 
daily injections of 0.06 Gm. of mapharsen, plus intra- 
venous injections of typhoid-paratyphoid vaccine on the 
second, fourth, sixth and eighth days, the five day intra- 
venous drip perhaps with added injections of a soluble 
bismuth preparation intramuscularly and hypertherm 
treatment plus intravenous chemotherapy are the pre- 
ferred methods of treatment. 

At least for the duration all uncooperative patients 
with early syphilis who come to public health clinics 
should be hospitalized and treated by intensive methods. 


CALCIUM PANTOTHENATE FOR HuMAN ACHROMO- 
TRICHIA: LACK OF VALUE ON PROLONGED ADMIN- 
ISTRATION. IrvIN KeERLAN and R. P. HERwICcK, 
J. A. M. A. 123:391 (Oct. 16) 1943. 


Calcium pantothenate has been offered to the public 
as an effective agent for restoring color to gray hair. 
Twenty milligrams of calcium pantothenate was admin- 
istered daily for six months to 27 white men and women 
with graying hair. Close observation of the hair of 
these persons revealed no significant change. Con- 
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trolled clinical evidence fails to substantiate the claim 
that pantothenic acid will restore color to hair in human 
beings. 


Tue Locat Use or SvuLFONAMIDE COMPOUNDS IN 
DerMatoLtocy. Harotp N. Core, J. A. M. A. 123: 
411 (Oct. 16) 1943. 

Débridement is an essential prerequisite to all therapy 
with sulfonamide compounds. The drugs are effective 
locally in powder form in treatment of chancroidal 
infection and in an oil in water emulsion base in treat- 
ment of impetigo, ecthyma and acute pyococcic infections. 
Except against chancroidal infection they should not be 
used until other measures have failed. 

Sulfonamide compounds should not be administered 
locally for more than five days because of the danger 
of sensitizing the subject and thus perhaps later pre- 
cluding internal use of the drugs for a graver disease. 


TropicAL LYMPHANGITIS AND ABSCESSES. A. W. 
Grace, J. A. M. A. 123:462 (Oct. 23) 1943. 


During the period 1926 to 1928 Grace conducted an 
investigation in British Guiana into the bacterial com- 
plications of filariasis. He believes that the sequence of 
events leading to an attack of lymphangitis is as fol- 
lows: There is some degree of obstruction to the flow 
of lymph, owing to the presence of the adult Filaria 
bancrofti worm in the lymph nodes and channels. The 
existence of lymph stasis renders the tissues more sus- 
ceptible to infection by beta hemolytic streptococci. 
Once infection has occurred, the tissues of the affected 
area become hypersensitive to beta ‘hemolytic strepto- 
cocci and their products and attacks of lymphangitis 
may be occasioned by organismal or toxic stimuli of 
intensity too low to be appreciated by tissues previously 
uninvolved. 


EpipEMIOLOGY AND NATURAL’ History. 
CuestTer N. Frazier, J. A. M. A. 123:466 (Oct. 
23) 1943. 


There is no certainty that the Hansen bacillus (Myco- 
bacterium leprae) has ever been cultivated on artificial 
mediums, nor has the disease in progressive form been 
established in laboratory animals. Direct transmission 
to human subjects by inoculation of infectious material 
has also failed. 

The position of Myco. leprae as the cause of leprosy 
remains unsettled. 

On the basis of his experience in Peiping, Frazier is 
unconvinced that the derivatives of hydnocarpus oil 
serve any useful purpose in the treatment of leprosy. 


HENSCHEL, Denver. 


CHLORIDE THERAPY AND SERUM PoTAss1UM 
IN INFANTILE Eczema. A. V. STOESSER, Proc. Soc. 
Exper. Biol. & Med. 49:332 (March) 1942. 


Six infants with eczema ranging in age from 7 to 
16 months were chosen and placed under constant 
environmental conditions in the hospital. The type of 
eczema was practically the same in each. There was 
a moist, red surface exuding serum. Three of the 
patients received potassium chloride orally, the dose 
starting with 5 grains (0.32 Gm.) three times daily and 
increasing gradually over a period of one week to 15 
grains (0.97 Gm.) four times a day. The remaining 
3 infants were observed as controls. 

Samples of blood for the determination of serum 
potassium, sodium and chloride were obtained shortly 
after the infant’s admission to the hospital during acute 
stages of the disease, two weeks later and again four 
weeks later. 
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The ingestion of potassium chloride does : 
the eczema but instead causes an aggravatin 
cutaneous condition. The serum potassiun 
the normal range during the more severe phas 
disease. This elevation is present in infants Vit 
the potassium chloride as well as in the contr Wit 
improvement in the eczema, the potassium le, th 
blood begins to fall; when all the oozing | sat 
peared and the skin is dry, the values are 


HANSEN, Minneapolis. [Am. J. Dis. | 


LYMPHOSARCOMA: A STATISTICAL STUDY AN! : 

TION OF TREATMENT. WILLIAM FE. Hi Sand 

Betta Levin, Radiology 40:565 (June) 194 

Thirteen of 47 patients with proved lymph: 
admitted to the Brooklyn Cancer Institute are stil! aliy 
after a period of from two to six years. Nine hay. 
evidence of residual tumor and appear to have had thei 
disease eradicated by surgical intervention, irradiat; 
or both. Four of 36 patients with disseminated lymp! 
sarcoma have survived two to six years. For ther 
irradiation apparently has been helpful. 

When lymphosarcoma has metastasized, treatment not 
only should include the obvious areas of superficial 
involvement but should be directed to the mediastinal] 
and retroperitoneal regions. When lymphosarcoma firs 
appears, a dose of 3,000r of roentgen rays should by 
administered to the tumor within three weeks. 

HENSCHEL, Denver 


THE TREATMENT OF SLOW GRANULATING Sores ax 
HyperTROPHIC SCARS WITH ZINC IONTOPHORESIS 


A. M. KricHevsky, Sovet. med., 1943, pp. 1-7. 


The zinc ion activates the process of proliferation oi 
cells and specially the cells of the epithelium. At th 
same time it is a strong bactericide particularly etfec- 
tive against streptococci. Introduction of ionized zinc 
into the tissue by means of a galvanic current increases 
its therapeutic value because of its deeper penetration 
in the tissue. Simultaneously the action of the galvani 
current has a good effect on the tissue, increasing its 
hyperemia and acting as a vasodilator. 

The author states that the treatment of slow healing 
sores and wounds by zinc iontophoresis will shorte: 
their healing to a period of between ten and thirty days 
The sore is cleansed of its necrotic areas, fills out wit! 
granulation tissue and epithelizes in a comparativel) 
short period. Iontophoresis prevents the formation 0! 
a hypertrophic scar and will soften and flatten on 
already formed. 

Krichevsky recommends the application oi iontopho- 
resis in treatment of the following conditions: (1 
atonic, slow-healing sores and wounds of soit tissues 
(2) postoperatively slow healing wounds; (3) keloids 
and (4) fresh scar contractions. 

Fifteen to twenty layers of sterile gauze are soaked 
in a 0.5 per cent solution of zinc sulfate. The wet gauz 
is applied to the sore so that it covers the entire area 
and some of the surrounding scarified areas. A metallic 
plate somewhat smaller than the gauze napkin is fastened 
to the gauze. The plate is connected to the anode. Th 
negative electrode (cathode), which has to be slightly 
larger than the anode, is placed on the opposite side ol 
the treated part. Between the cathode and the skin ! 
placed a gauze napkin soaked in plain water. The gal- 
vanic current is now introduced. It should be tween 
5 and 30 milliamperes depending on the size of the 
treated area and the sensitivity of the patient. By means 
of a rheostat the strength of the current is increased 
slowly, the increase determined by the tenderness © 
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part. The duration of the treatment is fifteen 
ninutes every other day for six to twelve 
After the treatment the napkins are again 
5 per cent solution of zinc sulfate and are 
sore and dressed. At the next treatment the 
it removed before it is well moistened with 
ution of zine sulfate (1: 1,000), in order to 
ies to the young granulation tissue. 
ision, the author states that treatment of 
g sores and hypertrophic scars by iontopho- 
such a satisfactory result that it surpasses 
vious known methods of therapy. 


OF PELLAGRA WITH Nicotinic Acip. A. P. 
KY, Sovet. med., 1943, pp. 4-17. 


or presents observations on 45 soldiers of 
\rmy with pellagra who were treated with 
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nicotinic acid. Forty-one of the patients had diarrhea, 
39 a dermatitis of the dorsal parts of the hands and 
31 hypochlorhydria. The disease was not far advanced, 
and dementia was not noticed. A smooth “bald tongue” 
was noticed in 39 cases. Some of the soldiers had 
leukocytosis with a moderate erythropenia, and in the 
45 cases there were only 2 instances of neuropathologic 
changes. One patient had paresis of the facial nerve, 
and the other, polyneuritis. 

The patients received intravenous injections of 5 cc. 
of 1 per cent nicotinic acid. The treatment consisted of 
twelve daily injections. The average period of hospi- 
talization for each soldier was nineteen days. 

Of the 45 patients treated, 1 died from severe diar- 
rhea; the rest became free from their symptoms and 
were sent back to their posts. 


Grapow, San Francisco. 
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Society Transactions 


NEW YORK DERMATOLOGICAL 
SOCIETY 


R. H. Ruttson, M.D., President 
A. Benson Cannon, M.D., Secretary 
May 25, 1943 


Leukoplakia: Results of Treatment by Electro- 
desiccation. Presented by Dr. <A. BENSON 
CANNON. 

Mrs. F. F., aged 45, a housewife, consulted me on 
April 12, 1934, for an extensive leukoplakia along the 
dorsum and lateral aspects of the tongue and for an 
area the size of a large pea on each cheek opposite 
the last molars, which had been present for more than 
a year. Sometimes there had been a sensation of 
stinging and burning of the tongue. The family his- 
tory and her past and marital histories were irrelevant. 

Examination showed a white, thickened and in places 
warty, extensive leukoplakia of the entire dorsum and 
lateral aspects of the tongue, and an area the size of 
a large pea on each cheek. In the central portion of 
the dorsum of the tongue, 2 inches (5 cm.) from the 
tip, was a pea-sized eroded, thickened and slightly 
warty area. 

Treatment consisted of electrodesiccation of all the 
affected areas under procaine anesthesia until the 
mucous membranes became white and puckered. With 
a pair of forceps the membrane was pulled off in 
sheets, leaving a smooth, red, glazed surface. The 
ulceration was electrodesiccated more deeply, going 
well beyond the margin. <A portion of the tissue was 
first removed for histologic study. The biopsy report 
was that of a squamous cell carcinoma. The patient was 
then given three massive doses of roentgen rays at four 
to five week intervals to and around the area where 
the epithelioma had been, making a total of 6 units 
(1800 r). The patient made an excellent recovery. 

On three occasions, small recurring leukoplakic areas 
the size of a split pea were removed by electrodesicca- 
tion. The patient has also received viosterol, a multi- 
vitamin preparation and a liver-stomach extract with 
iron at intervals of several years for secondary anemia. 


DISCUSSION 

Dr. Howarp Fox: There are two interesting fea- 
tures in this case. One is the fact that both leukoplakia 
and epithelioma of the tongue are comparatively rare 
in women. The second feature is the astonishingly 
good results obtained by Dr. Cannon by electrodesic- 
cation of the entire dorsal surface of the tongue. 

Dr. GeorcE C. ANprews: This is a splendid result. 
It is unusual to cause such a widespread involvement 
to clear entirely. 

Dr. A. Benson CANNON: I removed an extensive 
leukoplakia from the tongue and floor of the mouth of 
a woman about a year ago and obtained an excellent 
result. I agree with Dr. Fox that leukoplakia is com- 
paratively rarely found in women. 


Lupus Erythematosus and Panniculitis of the 
Cheeks. Presented by Dr. Frep WISsE. 


E. Z., a spinster aged 29, of Russian birth, had had 
lupus erythematosus of both cheeks since she was 15 
years old, for which she had been treated with injec- 


tions of a gold solution, both at the Vande: 
and at the Skin and Cancer Unit of the > 
Post-Graduate Medical School and Hospita 
treatments resulted in almost complete he: 
1932 she also received injections of streptococcus y; 
cine from Dr. Pollitzer. At that time, exam 
the lungs disclosed a tuberculous infection, 
apparently undergone regression. 

For seven years, nodular infiltrations vary 
the size of a dime to that of a chestnut hay ear 
on both cheeks, both in the regions of the ; 
eruption and in previously clear areas. 1 
globular, indurated and somewhat elastic and 
attached to the underlying tissues. The skin over ¢} 
is somewhat inflamed but does not show telangiectas, 
or scaling. The clinical appearance is similar to tha: 
of paraffinoma, but the patient says that she has no 
had injections for cosmetic purposes. The elevatio: 
and corresponding deep depressions cause an unsight 
cosmetic defect, which prevents the patient from obtai: 
ing work as a nurse’s assistant, her professio 


DISCUSSION 

Dr. Howarp Fox: The appearance of the erupti 
is suggestive of a paraffinoma. The presence of this 
disease could be easily settled by a biopsy. 

Dr. Georce C. ANDREWS: This reminds me of 
case of lupus erythematosus with panniculitis which 
presented before this society at the meeting of Oct 
ber 28, 1941 (ArcH. DerMat. & SypuH. 45:812 [Apri 
1942). In my patient there were a great deal 
atrophy and loss of tissue and indurated, almost sto: 
hard nodules under the skin. The case of that patient 
to my mind, was a replica of this case, except tl 
there was also a sinus which developed after the patient 
had been observed for two or three years; that sinus 
was draining the last time she was presented. T! 
biopsy showed an inflammatory reaction in, and dis- 
integration of, the fat. Panniculitis is not common! 
associated with lupus erythematosus, but my pati 
definitely had lupus erythematosus. Several biopsies 
showed lupus erythematosus, but later, when panni 
litis developed, the biopsies showed the inflammato: 
changes in the fat. I had my patient under observa 
tion for ten years. 

Dr. Georce M. Lewis: This condition made 
think of a patient I presented before this society \ 
had the lesions on the forearm and for whom we we! 
unable to arrive at a clinical diagnosis. They wer 
discrete, hard, subcutaneous lesions such as these an 
were present in an old area of inflammation. Th 
histologic study showed myxomatous degenerati 
That might be considered as a possibility in this cas 

Dr. Frank C. Compes: I cannot accept a diagnos 
of paraffinoma for this patient. It is true the clinic 
appearance suggests this diagnosis, but Dr. Wise h 
seen and questioned this patient about such a pos 
bility. I see no reason why the patient should attem) 
to deceive in this instance, nor is there a! 
why she should have had injections in these locatio! 
I agree with Dr. Andrews in considering it a mat 
festation of lupus erythematosus. The toxin resp! 
sible for the lupus can also produce a nonsuppurat 
panniculitis, which I believe this patient had 
is a myxomatous degeneration in panniculitis. 
of the Darier-Roussy type presents a similar |1istolog 
appearance. 
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, Wise: There have been no hot applica- 

the face as far as I know, and the patient 

she has not had injections of paraffin. | 

patient referred to by Dr. Andrews, who 

similar coexistent lupus erythematosus and 

| am presenting this patient in the hope 
suggestions as to therapy. 


ce C, ANDREWS: My patient had roentgen 
with no benefit whatever. 

Wise: In answer to Dr. Fox, a biopsy 
but not by me. It was made by Dr. 


Mycosis Fungoides Preceded by Psoriasis Vul- 
‘garis of Thirty Years’ Duration. Presented by 
Dr. Frep WISE. 

CG. a man aged about 60, a priest by profession, 
presented through the courtesy of Dr. T. J. Riordan, 
patient first consulted on Feb. 7, 1941. At 
ie presented a widely disseminated, general- 
tion of psoriasis vulgaris. The psoriasis first 
m the chest and then spread to nearly al! 
e body. In the course of thirty years, the 
is at times cleared almost entirely, only to 
it intervals, becoming widely disseminated 
vears ago. After an attack of grip in 1937, 
is a nearly complete remission which lasted for 

ral months. 
Riordan again had the patient under observation 
May 1943, at which time the lesions of mycosis 
goides became pronounced. Examination shows a 
idespread eruption of psoriasis vulgaris affecting the 
ereater portion of the trunk and extremities. On the 
per sternal area is an elevated, infiltrated, dollar- 
ed plaque with scattered ulcerations the size of a 
itch head. Another sharply defined ulcer with a 
rotic floor is situated in the right iliac region, and 

‘here are scattered infiltrated plaques on the abdomen 

lighs. In the lumbar region the infiltrated plaque 
approximately 6 inches (15 cm.) in diameter and its 
face is irregularly stippled with sharply defined 
all ulcers. The entire plaque is elevated above the 

surrounding psoriatic lesions and has a dusky violaceous 


Biopsy of specimens from the recently active lesions 
snowed the characteristic features of mycosis fungoides. 
e patient’s general health has been unaffected. 


DISCUSSION 


Dr. Joun C., GRAHAM: I agree entirely with the 
gnosis. I have a patient with a similar clinical 
story, and the eruption has the same appearance 


EUGENE F. Traus: It is my belief that in all 
this disease was mycosis fungoides from 
‘he beginning and not psoriasis, a point which has been 
cussed many times. Of course one could have both 
‘eases. Every dermatologist has encountered such 
ind I think that the lesions which at the onset 
believed to be psoriasis disappear as the true 
ture of mycosis fungoides develops. One patient 
n presented about ten years ago before this 
iollowed for many years, and one could see 
itic lesions disappear as they were replaced 
indurated and infiltrated lesions. One could be 
t the diagnosis of psoriasis was an error, 

1s the diagnosis of eczema is sometimes made 
y in the course of this disease. The peculiar fea- 
was that the lesions which looked like mycosis 
ngoides also completely disappeared and tumors 
ped which were not at all like mycosis fungoides 
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but were typical of lymphosarcoma, both clinically and 
microscopically. The man therefore had all these 
changes: first, an apparently typical psoriasis and then 
a characteristic mycosis fungoides, both of which dis- 
appeared completely, and at the terminal stage he had 
multiple tumors of lymphosarcoma. 

Dr. Frep Wise: Two biopsies, one in 1937 and 
another in 1941, showed the characteristic features of 
psoriasis, while a recent biopsy showed mycosis fun- 
goides in a section from one of the infiltrated lesions. 
Apparently this is another instance of an eruption 
which for many years could not be distinguished from 
psoriasis vulgaris and which became transformed to 
mycosis fungoides. About 6 such instances have been 
reported in the American literature. 

Dr. GeorceE M. MacKee: I recall a patient with 
psoriasis, so diagnosed clinically by every physician 
who saw him. The histologic architecture was that 
of psoriasis, but Dr. Frank Fraser happened to look 
at the slides. He became suspicious and studied them 
carefully, going through the entire block serially. He 
felt that the disease was not psoriasis but mycosis 
fungoides resembling psoriasis. He even made the 
prediction that it would prove to be mycosis fungoides, 
and two years later it did. 


Amyloidosis of the Skin. Presented by Dr. Howarp 
lox 

C. L., a Chinese laundryman, aged 63, has suffered 
from an eruption for the past fifteen months. He 
presents a symmetric eruption of the anterior surface 
of the legs from below the knees to just above the 
ankles. There are innumerable pin head-sized papules 
with a moderate tendency to coalescence. The skin is 
thickened, leathery and moderately pigmented, and has 
a nutmeg-grater-like feeling on palpation. Itching is 
severe. There are numerous varicose veins on both 
legs. Six treatments with unfiltered roentgen rays 
(75 r) have greatly lessened the itching. Intradermic 
injection of the lesions with congo red showed a posi- 
tive reaction for amyloid. 

DISCUSSION 

Dr. Frep Wise: I agree with the diagnosis. 

Dr. FRANK C. ComBEs: Clinically the lesions have 
the appearance of amyloidosis, and the reaction pro- 
duced by the congo red test I think was positive. 
Dr. Fox said he first injected the dye at the upper 
border of the lesion, and there was a little doubt that 
that area was pink. I remarked that at the lower 
border there was more pink color, and I found later 
that he had injected dye into that area also. There- 
fore, there is no doubt about the congo red test. I 
think on that basis the diagnosis of amyloidosis can 
be sustained. 


Dr. A. Benson CANNON: I agree with the remarks 
of Dr. Combes. 


Dr. Howarp Fox: I was rather surprised at the 
favorable effect of a few roentgen treatments on the 
itching. I had thought that itching of such an erup- 
tion was extremely difficult to relieve. Of course, I 
do not know how long the relief is going to last. 


Actinomycosis. Presented by Dr. A. BENson 

CANNON. 

B. B., an unmarried woman aged 29, presents a 
lesion of four months’ duration on the left cheek at 
the inferior border of the mandible in its midportion. 
She has had a carious left lower molar for several 
years which has caused her no trouble, and she has 
not had any dental surgical treatment. About four 
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months ago, a deep-seated nodule began to develop 
along the lower jaw opposite this carious tooth. The 
area on the cheek gradually became more swollen, and 
about one week ago it began to discharge thick yellow- 
ish pus. 

Examination shows on the left cheek a split pea- 
sized, raised, draining sinus with a depression, which 
is attached to the left mandible opposite the carious 
molar. The lesion is oozing thick yellowish purulent 
material. Regional lymph nodes are not palpable. 

No clubs or granules were seen on direct smear from 
the pus, but fine mycelial elements were distinguished. 
On culture in thioglycollate medium, growth in the 
form of small granules was obtained in the anaerobic 
portion of the tube. Microscopically there were fine 
filaments which readily fragmented with the character- 
istic actinomyces-like structures. 


DISCUSSION 

Dr. EvucGene F. Traus: In this particular case | 
think one has to be absolutely certain about the ray 
tungus being present in the smear. If Dr. Cannon 1s 
certain that the fungus was found, I should think that 
would settle any doubt. However, I have seen any 
number of fistulous tracts that looked like this follow- 
ing an abscessed tooth, the sinus tract extending out 
along the jaw and through the skin. The finding of 
the ray fungus would of course rule out such an abscess. 

Dr. Howarp Fox: As actinomycosis is such a rare 
disease in this part of the country and as this girl has 
not been out of New York, I think one must be sure 
of the presence of the ray fungus before recording the 
case as one of actinomycosis. 

Dr. Georce M. Lewis: The simplest test for diag- 
nosing actinomycosis is usually omitted. It is an office 
procedure. All one needs is a glass slide, a cover slip 
and a microscope. No stain is required. The speci- 
men is examined first by transmitted light to see if 
there are macroscopic granules and then under the 
microscope. One obtains much better results than by 
trying to stain or culture, which is difficult. I think 
this patient has actinomycosis, although the slides I 
made here today did not show the fungi. 

Dr. Wise: Is 
used by injection? 

Dr. GeorGeE M. Lewis: There is a vaccine, but it 
is not commonly used in the United States. 

Dr. Frep Wise: I believe that a substance for cuta- 
neous tests of actinomycotic infection was demonstrated 
at the International Congress held in Budapest in 1935. 

Dr. Georce C. ANbrews: I think that Hopkins 
wrote about infections like this about ten years ago. 
There is a picture in my book of 1 of his patients. 
He found actinomycetes to be present frequently in 
carious teeth. 

Dr. A. BENSON CANNON: I[ thought that the clinical 
appearance of the lesion (originating as it did from 
a carious tooth), the history of its onset and the 
abscess suggested the diagnosis of actinomycosis. Dr. 
3enham found mycelium in the pus. On the anaerobic 
portion of the culture plate she was able to demon- 
strate branching hyphae that were characteristic of 
actinomycosis. She has transplanted some of her cul- 
tures and will take more pus for culture in an endeavor 
to find the spores and granules. 


there a vaccine that can be 


Xanthoma Tuberosum Multiplex. Presented by 


Dr. Frank C. CoMBEs. 


C. P., a white man aged 51, presents numerous 


yellow or chamois-colored, elevated, discrete papules 


DERMATOLOGY 


AND 


SYPHILOLOGY 


on both buttocks. On his elbows are irregular 
groups of aggregate papules and _ tubercles, 
large as a hazelnut. On the palms there a res 
verse yellow striae in the normal cutaneous { 
also has myocardial disease, and his entir: 


slightly jaundiced. These lesions have lua 
appeared during the last three years, having star; 
on the elbows. 

A Wassermann test of the blood elicited a yegati 
reaction. A determination of the dextrose ley, 


ing) of the blood showed 113.6 mg. per hundred cy} 
centimeters, and the cholesterol content was 34 
The lesions have regressed somewhat. with 
lipid-poor diet, soybean lecithin, wheat gern 
injections of crude liver. 
DISCUSSION 

The members were in unanimous 

the diagnosis as presented. 


agreement 


Knuckle Pads. Frep Wis: 

H. F., a boy aged 9 years, registered at the Sk 
and Cancer Unit of the New York Post-Graduat 
Medical School and Hospital on May 25, 1943, 
senting cutaneous lesions on the fingers. The fan 
history was noncontributory. He had had no chi 
hood diseases. The mother stated that her son is “IiJ 
a weakling.” He does not eat enough vegetables a 
fruits. He bites his nails but does not suck or ¢ 
wise irritate his fingers. The mother 
lesions over three years ago on the same areas whe 
they are now located. They have never undergo 
regression. They are painless; they become worse 
winter, when they dry and become red “like raw fles! 

The lesions are located on the extensor surfaces 
all the middle interphalangeal joints, on all the joint 
of the middle fingers and on the proximal joints of t 
thumbs. They are well defined, evenly flattened a: 
roughly circular, 1 cm. in diameter, and raised to t! 
thickness of a penny. On flexion of the fingers thes 
pads become partly obliterated, revealing whiten 
patches. They move freely over the bones but 
attached to and move with the subcutaneous tisst 
The toe nails are not affected. 

The patient is being treated with weekly applications 
of 50 per cent phenol in alcohol. The hands are let 
exposed for twenty-four hours, after which the lesions 
are covered with elastoplast. 

The Wassermann and Kahn reactions were negati\ 
The vitamin C (ascorbic acid) content of the blo 
plasma was 0.2 mg. per hundred cubic centimeters 
(normal 0.7 to 1.4). The vitamin C_ saturation tes 
(urinary excretion after injection of 1 Gm. intr 
venously) showed 273 mg. per total of 162 cc. in f\ 
hours (normal over 450 mg.). The saturation ind 
was 293 mg. per twenty-four hours (normal over 5i) 


Presented by Dr. 


the 


observed 


DISCUSSION 


Dr. A. Benson Cannon: I had in mind immob 
zation of the parts with a protective dressing 
several weeks. I sometimes paint the knuckle pats 
with 50 per cent phenol and when the areas turn whi! 
neutralize them with alcohol and put on elastoplas* 
which the patient is to leave on as long as possi 
(from ten days to two weeks). I have | patie 
who has been well for more than a year. [ ha 
always thought of knuckle pads as being due to hype" 
trophy of the connective tissue and comparable t 
neurodermatitis and have attributed the thickness ' 
local irritation. 
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Fox: Dr. Cannon's experience in 
nuckle pads is not in accord with that of 
ity of dermatologists. I wish he would pre- 

th patient who has remained well for a year 
itment with elastoplast. 


, H. Ruttson: Referring to the case of 
kle pads which I presented recently, after Dr. 
n suggestions I went to the patient's home 
suggested that treatment. The boy never took his 
seriously, and he refused to try it. From 
tle | found out when I looked up this disease, 
41 entirely agree with Dr. Cannon that it is 
to iriction or trauma, because in a certain per- 
cases it is familial and not uncommonly it 
irs first on one hand and later on the other and 
y not with any regularity on the most used 
should therefore not think that friction would 
planation for it. 


RED WISE: 


I have treated 4 patients with 


suckle pads and have obtained a cure for only 1, 

received roentgen treatment and solid carbon 
vide. I believe that a trial of the latter is indi- 
ate [ am opposed to the view that the eruption 
irs any relationship to contact dermatitis of chemical 


physical character. 


Dermatitis Exfoliativa (Due to Arsphenamine) 
with Hyperkeratosis of the Palms and Soles. 
Presented by Dr. A. BENSON CANNON. 

O. A.. a Negress aged 27, a factory worker, com- 
ined of a generalized eruption of one month’s dura- 
\ positive Wassermann reaction was discovered 

a private physician in February 1943, when the 

tient had a thorough physical examination following 

1 injury. She received weekly injections of an ars- 
enamine preparation, and after the third injection 
intense generalized pruritus developed. She had no 

ruption associated with the pruritus. She was given 
» more weekly injections, after which she noticed 

n eruption similar to measles which covered the entire 

body. The injections were stopped, and she was con- 

nned to her home and given frequent baths under the 
ire of her physician. However, the itching continued, 
er skin became dry and fissured, and later oozing 
egan all over the body, including the face, the palms 
nd the soles. About two and one half weeks before 
er admission to the hospital she had chills and a sub- 
sequent rise in temperature which continued up to the 
time of admission. 

Examination showed the entire body exfoliating and 
ser im oozing between the fissures of the skin. There 
as a foul odor. The skin over the entire body was 
lrawn tightly, and she could not flex her arms or her 
egs or close her eyelids. There was definite hyper- 
xeratosis of the soles and palms. As the dermatitis 
egan to disappear, large black, pigmented, lichenoid 
paques were evident here and there over the body 
nd extremities, being more noticeable on the trunk. 

‘here was diffuse loss of hair, especially in the occipital 

region 
The Kline reaction was negative. Urinalysis showed 

| plus reaction for albumin. Examination of the 
tol revealed nothing significant. A blood count 
owed 13 Gm. of hemoglobin, 4,200,000 erythrocytes 

21.000 leukocytes, with 43 per cent polymorpho- 
clear leukocytes, 39 per cent lymphocytes, 1 per 

‘nt monocytes and 17 per cent eosinophils. The 

arsenic level of the blood varied from 0.33 to 0.08 mg. 

ver hundred grams of dry blood. 

Treatment consisted of injections of calcium thio- 

sullate, use of a saline cathartic, forcing of fluids and 
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use of soothing local applications, with administration 
of liver extract and vitamin C. The patient remained 
in the hospital for six weeks and was discharged greatly 
improved. 
DISCUSSION 
The members were in unanimous agreement with 
the diagnosis as presented. 


Primary and Secondary Syphilis; Chronic Lym- 
phatic Leukemia. Presented by Dr. A. BENSON 
CANNON. 

W. K., a longshoreman aged 34, was admitted to 
City Hospital on May 14, 1943, with a penile lesion 
and a generalized eruption, a sore throat and enlarged 
lymph nodes, of three weeks’ duration. Spirochetes 
had been found in the penile lesion, and precipitation 
reactions were strongly positive. The past history and 
family history were noncontributory. In 1940 the 
Wassermann reaction of the blood had been negative. 

Examination showed a fairly well developed, tall, 
lanky man, with a good color and not acutely ill. He 
had a generalized, grouped, papular eruption on the 
trunk, face and extremities, including the palms and 
soles. Some of the lesions were scaly. On the right 
side of the glans penis was an ulceration about 1.5 cm. 
in diameter with a sloughing base and only slightly 
thickened. All of the superficial lymph nodes varied 
in size from that of a pea to that of a man’s thumb, 
being largest in the right inguinal region and in the 
right anterior cervical region. On the left breast near 
the nipple was a dime-sized, bluish red, eroded plaque 
that was slightly thickened and firm on pressure. In 
the right supraclavicular region and in front of one 
elbow were bluish red papules the size of a large pea. 
The right tonsil and surrounding tissues were tre- 
mendously swollen and dark red, with a_ sloughing 
ulcer. 

The Wassermann and precipitation reactions of the 
blood were strongly positive. Dark field examination 
revealed spirochetes. 

The patient was given daily injections of old ars- 
phenamine, and after 1.7 Gm. had been given all the 
lesions had disappeared except for that on the left 
breast, the papules in the right supraclavicular region 
and on the bend of the elbow and the ulcer of the 
tonsil. The lymph nodes were somewhat reduced in 
size. Because of the persistence of the enlarged nodes 
and the unusual size, the persistence of the few lesions 
and the ulcer on the tonsil, lymphoblastoma was sus- 
pected. A blood count confirmed these suspicions, 
showing 60,000 leukocytes, with 78 per cent lympho- 
cytes and 11 per cent young lymphoblasts. A general 
physical examination and roentgenograms of the chest 
revealed essentially normal conditions. 


DISCUSSION 


Dr. Howarp Fox: It seems unusual for lymphatic 
leukemia and syphilis to have appeared at about the 
same time. While the two diseases are not related, 
it seems possible that the syphilitic infection may have 
acted as a “trigger” mechanism for the leukemia. 

Dr. A. BENson CANNON: It not infrequently hap- 
pens that a patient suffering from leukemia consults a 
dermatologist for some other cutaneous ailment and 
during the routine examination of the blood the leu- 
kemia is discovered. The patient whom I presented 
before this group two months ago was admitted to the 
Presbyterian Hospital for an extensive pyoderma of 
the extremities and of the sides of the face and neck, 
leukemia not being suspected until his blood count 
revealed the presence of the disease. 
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Gangrene of the Fingers of Unknown Cause. 
Presented by Dr. A. BENSON CANNON. 


M. W., a white woman aged 65, was admitted to 
the hospital on Jan. 10, 1943, complaining of fever, 
dyspnea and cough with expectoration of brown sputum, 
of four days’ duration. The patient has been known 
to have had disease for the past ten years, with occa- 
sional attacks of dyspnea, precordial pain and periph- 
eral edema. Physical examination showed an obese 
woman, dyspneic and cyanotic, with a temperature ot 
101.2 F., a pulse rate of 112 per minute and respira- 
tions of 42 per minute. Her blood pressure was 180 
systolic and 105 diastolic. The leukocyte count was 
36,000. The diagnosis of bronchopneumonia was made. 
The patient was put into an oxygen tent, and sulfa- 
thiazole was given, first intravenously and later orally. 
By January 16 she had received approximately 26 Gm. 
of the drug.’ 

On that day the right index finger and the third 
finger of the left hand showed signs of early dry 
gangrene. By January 18 all the fingers except the 
thumb and fifth finger of the right hand showed exten- 
sive involvement. On January 19, the pneumonia began 
to resolve, but the fingers remained unchanged until 
two weeks later. By March 17 the hands showed 
decided improvement. Since that time the reddened 
areas have disappeared completely, and the mummified 
areas are much less noticeable. 


DISCUSSION 

Dr. EuGeNne F. Traus: I have never seen anything 
exactly like this, and it would certainly be most inter- 
esting to establish the exact causation. Dr. Cannon 
has worked up the case well from all angles, and the 
only question to settle is the possibility that the gan- 
grene is due to one of the sulfonamide compounds. 
That is the point on which he would like an expression 
of opinion. I doubt that any member has seen such a 
picture before caused by any of the sulfonamide 
compounds. 

Dr. JEROME KINGSBURY: I got the impression that 
the gangrene was caused by contact with an escharotic 
rather than by ingestion of some drug. It looks like 
a phenol necrosis. 

Dr. Georce M. MacKee: I thought of the same 
possible cause as Dr. Kingsbury has just mentioned 
and I asked about the use of wet dressings, thinking 
that a phenol or copper solution might have been used. 
I think it is necessary to rule out some local cause, 
as Dr. Kingsbury said, before the gangrene can be 
ascribed to the use of one of the sulfonamide compounds. 


Dr. A. BENson CANNON: AII persons associated 
with the care of the patient thought of phenol as being 
responsible for the gangrene, but there is no history 
of its having been used and nothing else has been 
applied to her hands or to any portion of her skin. 
From the cyanotic appearance we thought of involve- 
ment of the deeper blood vessels. The woman was in 
a comatose condition for a few days from pneumonia, 
and as she recovered from that disease her fingers 
became gangrenous. 


Report on a Case for Diagnosis (Erythema Multi- 
forme?). Presented by Dr. Georce M. Lewis. 


S. G., a man aged 31, was presented before this 
society on April 27, 1943 and previously before the 
Manhattan Dermatological Society, on April 13, 1943, 
for diagnosis of his disease, with the tentative diagnosis 
of erythema multiforme. 
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The second biopsy showed a condition simila 
shown by the first, namely, toxic dermatit 
follicles in the upper part of the cutis were di an 
there was an infiltrate but no dyskeratosis. 
show the picture of Hailey-Hailey disease. . 


Report on a Case of Poikiloderma (Civatte>) 

Presented by Dr. FRANK C. CoMBES. 

W. M., a man aged 47, was previously pre- 
April 27, 1943. 

This patient went out of town but reported 
phone that the scaling was better but there 
some telangiectasia. 

Later a Rumpel-Leede test gave a positive react 
and complete disappearance of all the lesions « 
after the ingestion of ascorbic acid, 100 mg. 
three weeks. 


LOS ANGELES DERMATOLOGICAL 
SOCIETY AND SAN FRANCISCO 
DERMATOLOGICAL SOCIETY 


L. F. X. WILHELM, M.D., President 
A. FLETCHER M.D., Secretar 


Joint Meeting at Los Angeles, May 1, 1943 


Generalized Dermatophytosis (Probably Due to 
Trichophyton Purpureum). Presented by | 
SAMUEL Ayres JR., and Dr. NELSON 
son, Los Angeles. 

E. L. C., a 55 year old white man, has had an ery; 
tion for about one year, during which time he has 
applied ammoniated mercury ointment and lately a liqui 
proprietary remedy, without effect. 

At present the eruption is widely scattered 
covers a large part of the body, including the trunk 
arms, legs, neck and ears and to a slight extent th 
feet and the backs of the hands. It presents an 
defined, mildly erythematous, dry, scaly and almost 
chapped appearance. In some places the areas art 
rather sharply marginated. The skin on the lowe 
part of the back is relatively free of eruption. All o: 
the finger nails and toe nails show thickening, with : 
whitish, opaque appearance; the toe nails are yellowis! 
and considerably more crumbly than normal. 

Microscopic examination of scrapings from the trun! 
and from the feet revealed masses of hyphae and. son 
spores in chains. A culture on Sabouraud’s mediw 
showed no growth after five days. A slide of macerat: 
scales is presented for microscopic examination. 


DISCUSSION 


LIEUTENANT ERVIN Epstein, Medical Corps, Arm 
of the United States: The patient states that the lesions 
come and go without treatment. It is difficult t 
ceive that a fungous infection would do this. 
the fungi in the microscopic preparation, but | am 
the opinion that they represent a secondary 
A dermatitis-herpetiformis-like eruption has } 
ported due to Trichophyton purpureum, but | 
hard to include this man’s eruption in that categ«! 


LIEUTENANT COMMANDER HIRAM NEWTON 
U.S.N.R: Some men whom I have seen w! 
returned from the Southwest Pacific had a mild 
matophytosis of the feet when they first left th: 
States, but in that warm moist climate the erup' 
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a nes alized. They were put on a ship and started 
tit The a | to improve after crossing the equator and 
st well by the time they got to our hospital. 
t undoubtedly salt balance and tropical con- 

an important part in the severity of fungous 
n the Pacific war zone. 


it noe think 


R. MAYNARD, San Jose: There are lesions 

n’s mouth: small punctate white lesions on 

date, which look much like lichen planus. 

the white lacy appearance of lichen planus 

‘are typical enough that I would say that the 

ati lichen planus of the mouth if I could find 

me lesions on the skin. I say definitely that the lesions 

, are not lichen planus. There is a possibility 

esions in the mouth may be due to the epi- 
phyton. 

H. P. Jacopson, Los Angeles: I agree with the 
wnosis as presented by Dr. Ayres. The follicular 
stion on the thighs might possibly be an independent 
tity or might be an “id.” There is universal sugges- 

ICAL e involvement of all the nails. It would be helpful 
Sco an attempt were made to obtain a culture of the 
, ganisms from the scales and to prepare a filtrate 
the culture for purposes of making cutaneous tests. 
positive cutaneous reaction (focally and_ locally) 
ove valuable. 

Turban Tumor. Presented by Dr. KENDAL P. Frost, 

si Las Angeles. 


P., a 42 year old white man, has had the present 


r Due tc n his scalp since early childhood. On the left 
d by | e of the head, extending from a short distance above 
UL ANDE! ye ear well past the midline of the vertex, is a circular 

ireely movable with the skin and elevated about 
1 an er m, above the normal scalp. The mass is made up 
ie he mnvoluted ridges which are smooth and pale, giving 


‘ly a liqui the appearance of convolutions of the cerebrum, except 
the central portion, where there is a larger circinate 
rea without ridges. In the center of this area is a 


tere: 

the trunk ister of small papules, imparting a warty appearance 
extent t this area. The entire lesion has a uniform doughy 
nts a nsistency. There is no hair on the surface of the 


nd almost sion, but growing from the crevices between the con- 
lutions is a fairly profuse growth of hair. The patient 


areas art 
the lower shown on account of the rarity of this disease and 
n. All ot r therapeutic suggestions. A plastic surgeon reports 
iz, with : ‘iat complete excision and replacement by grafts would 
vellowis! ¢ tedious and would demand two tubular grafts to 
ver the area. 
the trun! DISCUSSION 
and. son Dr. H. J. Tempiteton, Berkeley: I think the term 
s mediu turban tumor” is a clinical one under which several 
macerat terent pathologic processes have been included. 
yn. nong these are endothelioma capitis of Kaposi, mul- 
tole benign basal cell tumors, neviform tumors and a 
lding of the skin as seen in acromegaly. Until a 
made of this particular lesion and the nature 


ys, Army psy 1s 

lesion the pathologic changes determined, the diagnosis of 
con ban tumor seems to be a good one. From the stand- 
I sal int of treatment, the lesion can safely be left alone. 
rl am the patient wants it removed, that can be done by 
al procedures. 


been re Dr. M. T-R. Maynarp, San Jose: Should not this 
i on be calied cutis verticis gyrata and not turban 
tego ‘mor’ .\ turban tumor comes from the sweat glands. 


; LSON Paut ANDERSON, Los Angeles: I dis- 
who have éree with Dr. Maynard, and I also disagree with Dr. 
mild der ‘sts Ciagnosis. The lesion is a cerebelliform nevus 
Jit \ features of cutis verticis gyrata. Strictly speaking, 
uption be -!S a nevus and histologically will present nevus cells 
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with a great deal of fibrous tissue. More extensive 
lesions than this have been excised by plastic surgical 
operation, with excellent results. 

Dr. KENDAL P. Frost, Los Angeles: I think I agree 
with all the discussers. [| did not perform a biopsy 
because I felt that a piece of tissue could easily be 
removed whenever any surgical correction is attempted. 
The plastic surgeon consulted in this case says it 
presents a problem in which considerable preparatory 
elevation of graits must be done, which is rather im- 
practical in this man’s situation. It seemed to me that 
some less extensive procedure might be attemped, such 
as curettage, which has been suggested, or excision ot 
wedge-shaped portions of these tubes, allowing the flaps 
to fall in. Of course, this would not produce a hand- 
some cosmetic result, but it would leave some hair and 
might be done while the patient is working. I think 
the technicalities of nomenclature of this type of tumor 
are unimportant. 


Epitheliomas (Self Healing). Presented by Dr. 
SAMUEL Ayres JR., Los Angeles, at the preceding 
(April 1943) meeting of the Los Angeles Dermato- 
logical Society. 

The lesion is definitely smaller, and, although a 
biopsy has been performed, no treatment has been given. 
The biopsy showed epithelial proliferation consistent 
with a prickle cell epithelioma of about grade II. There 
appeared to be some degenerative change in the lower- 
most cells. 

DISCUSSION 

Dr. H. J. TeEmMpLeton, Berkeley: To me the lesion 
was an epithelioma that should be destroyed. I have 
no personal knowledge of self-healing epitheliomas, but 
I have read about them. As far as I am concerned, I 
should immediately destroy this particular one. One 
possibility that comes to my mind is an eruption of 
the sort that was described at the meeting of the 
American Medical Association in San Francisco by 
Duncan Poth, of Texas. There were hyperkeratotic, 
acanthotic lesions on the hands of persons exposed to 
much sun, which looked to me to be premalignant but 
which Dr. Poth said disappeared spontaneously. It 
might be well to get in touch with him. 

Dr. C. J. Lunsrorp, Oakland: Was any of the 
scarring in this case the result of an operation? 

Dr. SAMUEL Ayres Jr., Los Angeles: The patient 
has had many lesions treated by surgical procedures and 
by radium, but he also claims to have had ten or twelve 
lesions that disappeared without treatment. The one 
on the nose is of that sort. He stated when I first 
saw him that the lesion was already subsiding, and it 
apparently is. Three weeks ago it was twice the present 
size. 

Dr. H. C. L. Lrnpsay, Pasadena: A few years ago 
Dr. Moses Scholtz presented a patient who had puzzling 
lesions on his face, and some of the sectioned specimens 
were sent to various pathologists. Reports came back 
from many that the lesions were epitheliomas. Dr. 
Scholtz’s diagnosis was that the man was neurotic and 
that the wounds were self inflicted. When he stopped 
his patient from digging and gouging whiskers from his 
face, the man got well. I wonder whether this patient 
has been injuring his tissues so that microscopically 
the lesions resemble epitheliomas. 

Dr. NorMAN Epstetn, San Francisco: I think it is 
possible for an epithelioma to heal. Basal cell epithe- 
liomas heal in areas and then progress. Perhaps this 
is an instance of complete rather than partial healing. 
It is the first I have ever seen. 


{ 
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Dr. Samuet Ayres Jr., Los Angeles: This patient 
has interested me for a number of years. I first saw 
him fifteen years ago; then I did not see him for ten 
years, until the recent lesion appeared on his nose. He 
claims that many of the lesions develop and reach a 
certain peak and then subside. He comes in only when 
he is atraid they will not subside. I have seen both 
prickle and basal cell types clinically in this patient. 
The lesions treated with radium responded well. The 
present lesion, a pea-sized nodule, is clinically charac- 
teristic of a prickle cell epithelioma. No treatment has 
been given. A small section was taken for biopsy. | 
think Dr. N. P. Anderson is rather sympathetic to the 
idea that from a histologic point of view it is an 
epithelioma. It was rather difficult to get a good 
specimen, because when the cautery loop went in it 
encountered some necrotic tissue. The lesion was 
apparently already undergoing involution. As it appears 
today, it has gone down 75 per cent from what it was 
a few weeks ago. 


Lichen Planus with Vesicular Lesions on the 
Buccal Mucosa. Presented by Dr. N. P. ANDER- 
son, Los Angeles. 

N. S. M., a 54 year old Portuguese cement worker, 
states that an eruption began two months ago on his 
legs and spread over his body ten days later. About 
one month ago he noticed lesions in his mouth. 

He now shows widespread, diffuse acute lichen planus 
involving especially the inner aspects of the arms and 
the shins. There is one small spot on the mucous mem- 
brane on the right side of the lower lip; none appears 
on the face or palms. The soft palate, tongue, buccal 
mucosa and lips show numerous bullae, while the arms 
and forearms, the back of the lower part of the trunk 
and of the legs and even the lobes of the ears show 
decided pigmentation. 

Use of mercury salicylarsenate (enesol) intramuscu- 
larly and roentgen rays locally has been followed by 
some improvement. 

DISCUSSION 

Dr. Frank Cormia, San Francisco: I think there 
are some lesions on the skin typical of early nonpig- 
mented lichen planus. They form an interesting con- 
trast with the more generalized pigmented lesions. 


Dr. M. T-R. Maynarp, San Jose: I do not think 
that such a degree of pigmentation is unusual for lichen 
planus in a person of a dark racial origin. Such persons 
produce pigment. I had an Italian woman as intensely 
pigmented as this patient is. The diagnosis is plain 
from the buccal lesions, of course, and from the appear- 
ance of the skin itself. One can see the flat-topped 
papules mentioned by Dr. Cormia. 


Dr. Netson Paut Anperson, Los Angeles: I pre- 
sented this patient for two reasons. First, vesicular 
lesions in lichen planus are rather uncommon. This is 
the first time I have seen them occurring on the mucous 
membranes. Second, tremendous pigmentation occurred 
after apparent healing. Clinically there was no difficulty 
in making a diagnosis of lichen planus at the onset. 
I think from the appearance of the skin today that 
there are going to be areas of definite atrophy. One 
other thing that struck me as unusual was the pigmen- 
tation around the edges of the ears. Finally, it is a 
clinical fact that about a month ago, when the eruption 
was at its height and the patient was feeling ill, he 
presented a bad odor. Actually he is clean about his 
person, but there was a very peculiar putrid odor to his 
whole body. I had never associated this odor with 
lichen planus before, and I do not remember such an 
odor from any disease of the skin. 


A Case for Diagnosis (Mycosis Fungoid:; >? Ex. 
tracellular Cholesterosis?). Presente 
M. E. Osermayer and Dr. KENpaL F 
Angeles. 

This patient was presented before the > \ 
Dermatological Society on Oct. 28, 1941 and bef 
the Los Angeles Dermatological Society on Ma, 2. 103 
(ArcH. Dermat. & SypH. 45:814 [April] 1942. 47-45 
[March] 1943). 


The most recent blood count, on Feb. 10, {943. », 
vealed normal values. The determination o{ 
lesterol content of the blood on the same day <shoy, 
174 mg. per hundred cubic centimeters. The late. 


specimen for biopsy, taken from a lesion on 
arm on April 14, is presented for examination 

The use of a diet low in cholesterol has been , 
tinued; fractional roentgen ray treatments (37 5 [y 
filtered] at 3 milliamperes and 80 kilovolts) have bx 
given to one group of lesions every week, so that + 
interval between treatments is four weeks to e, 
lesion; the total dose for each lesion since Decem}y 
1942 has been 150 r. 

DISCUSSION 


Dr. H. C. L. Linpsay, Pasadena: The patient Jo 
better than she did the last time she was presented, 
the former discussion of this case, I pointed out that 
she had mycosis fungoides she should have respo 
better to roentgen therapy than she did. 

Dr. NELSON PauL ANDERSON, Los Angeles: J] 
fact that many of these lesions have disappeared spo: 
taneously, although the patient believes that such a dis 
appearance is due to treatment, definitely places ¢! 
condition in the lymphoblastoma group. I wish | 
Goeckerman would discuss extracellular cholesteros 
Personally, I do not believe there is such an entity, ; 
spite of the fact that six pages in the Arcuives 
devoted to the discussion of such a possibility. [ thir 
this is a rare type of one of the lymphoblastomas. 0): 
may examine every published case of extracellula: 
cholesterosis, and the lesions presented clinically ai 
all the same. Whatever the disease is, I believe it 
be a definite clinical entity as well as a definite micr 
scopic entity, but I do not believe that fat metabolis: 
has anything to do with it. 

Dr. NorMAN Epstetn, San Francisco: With n 
meager knowledge of extracellular cholesterosis, 
should say that clinically the lesion suggests a lymph 
blastoma more than anything else I know. 

Dr. Rostnson, Los Angeles: I agree with t 
diagnosis of lymphoblastoma. From the study of t 
slide, I believe it may develop that the disease is | 
kemia and that repeated blood counts may confirm this 
diagnosis. 

Dr. Kenpav P. Frost, Los Angeles: Dr. Obermay: 
(absent tonight) believes that it will turn out to be eith 
mycosis fungoides or one of the other lymphoblastoma: 


Chancriform Lesions of the Penis. Presented ! 
Dr. H. C. L. Linpsay, Pasadena. 


This patient was presented before the Marchi and t 
April meeting of the Los Angeles Dermatologica 
Society. The lesions appear essentially unchanged sin 
the latter meeting, though healing has progressed som 
what. 

DISCUSSION 


Dr. M. T-R. Maynarpb, San Jose: I suggest lich 
sclerosus for the sake of argument. When I looked 
the lesion more closely, it seemed to be a defini 
sclerotic condition of the corona. The fact that it 
now ulcerating does not rule that out, because t 
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ma the coronal area would be sufficient to cause 
res | subsequent ulceration. It is not as white 
sclerosus, but I think this disease should be 


C. L. Linpsay, Pasadena: I think the im- 


ant ‘ling in this case is the finding of 1 spirochete 
the \\rajian-stained specimen. No one, however, 
i be sure that it was Treponema pallidum. The 


sions were ulcers. One was as typical of 
ilitic chanere as any textbook illustration, but 
ate lark field examinations did not reveal any 
chetes. A hematoxylin stain showed it to be a 
One Frei test elicited a slightly positive 
Dr. A. G. Foord thought it was a positive 
Dr. Obermayer thought it was indefinite. | 
i the opinion the disease is pyodermic granuloma. 
as hard to convince myself that this patient did 
ave syphilis. 
NoRMAN Epstertn, San Francisco: From the 
adpoint of elimination of primary syphilis in this 
| think certain things are against that diagnosis. 
lesions are multiple and dry and not ulcerated. I 
never seen a primary lesion of syphilis that was 
accompanied by regional adenopathy. This man 
; minimum of glandular change in the groin. If 
lesion is syphilitic, which it suggests, I think it is 


Curis HALtoran, Los Angeles: Most of us 
seen this patient before. The Wassermann reac- 
has remained negative, and there has been no 
generalized eruption. The lesions simulate primary 

ilis. I should ignore the report that 1 spirochete 

s found. My impression is that this is a chancriform 


lerma 


Coccidioidomycosis (Generalized). Presented by 
Dr. Netson Paut Anperson, Los Angeles. 


In T. A. S., a 48 year old white man, a paravertebral 
hscess developed near the spine in 1942; this was 

ised and drained. The right foot and right hand 
ere operated on in Boston soon after, and both areas 
sull drain slightly. A herpes zoster ophthalmicus de- 
loped on the left side in 1934, and the present involve- 
ment seemed to start in that area and spread over to 
the right side of the scalp. It now involves the entire 

of the scalp in an extraordinary spreading, circinate, 
yellowish, waxy, infiltrated, scarring lesion which 
eaves alopecia and atrophy. 


Coccidioidomycosis After Immunotherapy. Pre- 
sented by Dr. H. P. Jacosson, Los Angeles. 


(. M., a 37 year old dark-complexioned white man, 
riginally presented himself for treatment in February 
1937 because of an extensive destructive coccidioidal 
nvolvement of the left arm, right arm, face, neck and 
et leg. In addition, there was an extensive destruc- 
tive involvement of the bones of the leit hand and wrist 
| ot the left leg. The patient also showed roent- 
senologic evidence of extensive involvement of the chest. 
‘he clinical course of the disease was acute and was 
sociated with a septic temperature curve, loss of 
eight and cough. He was under treatment for an 
extended period. In November 1940 treatment was 
‘scontinued, and he was not seen until March 1941, 
en he returned because of reactivation of some of 
esions. He was again given immunotherapy, and 
¢ was discharged in July of that year. In May 1942, 
‘eatment was again resumed because of incomplete 
caling of some of the lesions. Healing was apparently 
mplete by the latter part of October 1942. He since 
has obtained employment, working full time as a 
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receiving clerk in a Navy Yard, but the early part of 
this year he returned because of recurrent swelling ot 
the left wrist associated with some sinus formation and 
also recurrent sinus formation in the right arm. He its 
at present receiving immunotherapy, doing well and 
continuing to work full time. 


DISCUSSION 

Dr. M. T.-R. Maynarp, San Jose: The lesion on 
the scalp of Dr. Anderson's patient interested me. 
I understand herpes zoster was there previously. I di 
not know whether Dr. Anderson assumed that Cocci 
dioides had anything to do with the eruption on the 
scalp or not. Sometimes it really is lichen sclerosus 
occurring at the site of old lesions of herpes zoster. 
One encounters such sclerotic changes which become 
fixed in the areas of the zoster. I therefore suggest 
that Coccidioides had nothing to do with the lesion on 
the scalp, but that it is lichen sclerosus following zoster. 


Dr. H. P. Jacosson, Los Angeles: These 2 cases ot 
coccidioidomycosis are both interesting. One of the 
patients, as most of you will recall, was presented before 
this section on two or three different occasions some 
years ago. This patient was seriously ill with general- 
ized coccidioidomycosis with pulmonary, osseous, cu 
taneous and subcutaneous involvement. My reason for 
presenting him today is to show that this disease is not 
hopelessly incurable, regardless of the extent of involve- 
ment. Mr. C. M. is engaged in productive work despite 
his serious illness and is contributing to the war effort. 


Dr. B. B. Rees, San Francisco: I should like to ask 
Dr. Jacobson how he prepares the coccidioidin. 


Dr. H. P. Jacosson, Los Angeles: The original 
coccidioidin which I first used for cutaneous tests was 
a broth filtrate of Coccidioides immitis. This, however, 
should not be confused with the coccidioides vaccine 
which I am using for purposes of therapy. The vaccine 
is prepared by grinding C. immitis for forty-eight to 
seventy-two hours in a specially constructed stainless 
steel grinding machine. I do not standardize this vac- 
cine by counting the organisms or by assaying the 
nitrogen content of the vaccine solution. 

Dr. Netson Paut ANpbERSON, Los Angeles: I pre- 
sented this patient mainly because of the involvement 
of the scalp. To me it presents a most unusual picture. 
I feel that the herpes zoster had something to do with 
the occurrence of coccidioidomycosis on the scalp. How- 
ever, I do not believe that this is the entire answer, 
because the coccidioidal process involves practically the 
whole top of the head. I think that Dr. Jacobson has 
done an excellent piece of work with his vaccine in the 
therapy of coccidioidomycosis. He is to be congratu- 
lated on presenting a dark-skinned subject in whom the 
disease is apparently arrested. It seems to me that it 
is a great deal more than any one else has been able 
to accomplish. 


Systemic Xanthoma. Presented by Dr. NELSON 
ANbERSON, Los Angeles. 


L. U., a 40 year old white housewife, was presented 
before the March meeting of the Los Angeles Dermato- 
logical Society. She still shows xanthomatous plaques 
involving the outer canthus of each eye. The upper 
portion is xanthomatous and nodular; the lower is a 
sharply demarcated, purplish, erythematous, infiltrated 
plaque. In addition, she has two similar patches on 
the sides of the neck, each about the size of a fifty 
cent piece. The lesion on the left side of the neck 
appears as a scarred, depigmented area, where electro- 
desiccation was performed. 
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A recent electrocardiogram revealed heart trouble; 
she has pain in her chest, with shortness of breath and 
nocturnal dyspnea. The cholesterol content of the blood 
was 180 mg. per hundred cubic centimeters. A biopsy 
slide is presented. 

DISCUSSION 

LIEUTENANT Ervin Epstein, Medical Corps, A. U. 
S.: The diagnosis in xanthomatosis is usually obvious. 
If I may digress for a minute, I should like to mention 
a patient in the army hospital to which I am assigned. 
Lesions developed on the elbow; they were removed 
and were said to be lipomas. Then lesions formed on 
the right knee; when they were removed they were 
said to be sebaceous cysts. Then nodules developed on 
both achilles tendons and on some of the tendons of 
the hands. On examination he had a typical xantho- 
matous nodule in the right popliteal fossa and one under 
the right eye. This indicates that cases that a derma- 
tologist may consider simple may prove difficult to a 
nondermatologist. 

Dr. H. P. Jacopson, Los Angeles: I have seen 
several xanthomatous tumors involving the dorsal sur- 
faces of some of the phalangeal joints which grossly 
failed to show the color of xanthoma when the skin 
was stretched. Microscopic sections of tissue, however, 
showed the true architecture of xanthoma. 

Dr. B. B. Rees, San Francisco: I should like to 
mention a case of a lesion similar to the one Dr. 
Jacobson described: a nodule along the finger in con- 
nection with the tendon sheath. The diagnosis of a 
general pathologist was giant cell tumor of the tendon 
sheath. It is not clear in my mind if there is such a 
separate entity or whether all such nodules are 
xanthomas. 

Dr. W. H. GoecKerMAN, Los Angeles: That some 
areas are yellow is evident. Some of the plaques re- 
main a long time before they show any yellow color at 
all. The two lesions around the eyes have been there 
for years, and yet there are areas that do not show 
xanthomatous degeneration. I should not pass this up 
as an ordinary type. It may be an inflammatory process 
that shows xanthomatous degeneration. I think it is 
lupus erythematosus followed by xanthomatous degen- 
eration. I have known of a case or two in which that 
happened. 

Dr. H. C. L. Linpsay, Pasadena: It looked to me 
as if there had been lupus erythematosus that underwent 
xanthomatous changes later. 

Dr. B. B. Rees, San Francisco: The cardiac symp- 
toms would have to have a separate explanation if 
that is true. 

Dr. FRANK CormiA, San Francisco: I believe that 
many investigators have found that definite xanthomat- 
ous changes do occur in the heart and in the walls of 
the coronary arteries. [ think one is apt to forget 
that xanthomatosis is a generalized disease. A patient 
such as this should have a complete investigation, 
especially an electrocardiogram. 


Dr. Netson PAut ANpeRSON, Los Angeles: This 
disease has been extremely puzzling to me. Every 
time I have seen the patient I have tried to pigeonhole 
it as a type of xanthomatosis, but it does not seem to 
fit into any recognized group. The microscopic section 
is typical, showing xanthomatous changes and a clearcut 
deposit of fat. 


Cutis Hyperelastica (Ehlers-Danlos Syndrome). 
Presented by Dr. SAMUEL AyrEs Jr., Los Angeles. 


D. P., a 6 year old boy, is in good health, except for 
the condition of his skin. This was first noticed when 


he was about 1 year old, when he fell and 
a severe cut, which left a bad scar. Since ¢ 
been observed that slight traumas cause | 5 
hematomas and slightly more severe injuries 
peculiar cuts in which the skin separates d 
fatty layer. Attempts to stitch the skin usu 
in failure, since the stitches do not hold, a 
been found that it is necessary to use clam 
patient, unusual for his age, dislikes all sy 
He eats a good deal of meat and vegetables. 

The skin over the entire body has a pe 
and rubbery texture, and shows abnormal ext 
Scattered over the body, but particularly o: 
head, cheeks, chin and arms and more especia 
legs, there are numerous large, irregular, bl, 
soft scars. On the back of each heel is a rathe 
pea-sized nodule with a central hyperkeratot 
The patient’s joints appear to be unusually flexib! 


DISCUSSION 
Dr. H. J. TEMPLETON, Berkeley: This boy 
all the clinical features of the Ehlers-Donlos synd 
hyperkeratotic skin, hyperextensibility of th: 
friability of the skin, peculiar atrophic scarring 
nodules. 
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Arsenoresistant Syphilis (Improved). Present 
by Dr. Girscu D. ASTRACHAN. 


H. L., a man aged 31, was presented before this sec- 
tion on April 2, 1943 for diagnosis (arsenoresistant 
syphilis? pyogenic ulceration? destruction of nose? 

Since then the patient has received six injections 
a bismuth preparation and seven of dichlormapharse: 
(dose 15 to 50 mg.), the latter given concurrently with 
crude liver extract. A striking improvement was noticed 
after five injections of the arsenical were given 
Locally, dressings wet with solution of boric acid wer 
applied for one to two hours daily. 

Examination today shows the ulcerated areas on 
the cheeks and forehead healed, with smooth scars leit 
Otherwise the condition of the patient is the same as 
on April 2. 

A culture for anaerobic organisms was made on 
February 10, and no growth was seen after seventy- 
two hours’ incubation. The Wassermann and Kahn 
reactions of the blood were positive on March 9. The 
icterus index on March 12 was 5.5. 


DISCUSSION 

Dr. Leo Sprecet: I want to congratulate D1 
Astrachan on the splendid improvement the patient has 
shown since he was last presented; this is undoubtedly 
due to change of the arsenical. This patient has 2 
history that is heard many times—all kinds of treatment 
seem to be ineffective until a new arsencal is given. 
It has always been my practice to use various arsenical 
thereby increasing the tolerance for the drug. 
arsenical preparations, especially neoarsphenamii 
therapeutically inert. I wonder if this patient 
have responded as well to old arsphenamine 0: 
arsphenamine. I should like to have Dr. Astraciin tel! 
about dichlormapharsen. 
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: u D. AstRAcCHAN: When I presented this 
‘ ' the April meeting, it was suggested that it 
; that he had Meleney’s disease. I thought 
was tertiary syphilis combined with 
lisease, because wet dressings with zinc 
edicinal applied for a few days seemed to 
at. After the last presentation an anaerobic 
s made and found not to contain micro- 
AN et emolytic Streptococcus viridans, and because 
t antisyphilitic therapy was instituted. I felt 
drug was indicated in this case, and there- 
ean giving injections of dichlormapharsen. 
t much to tell about this drug because | 
ising it for little more than a year and have 
about 1,400 injections. It is related to 
; and seems to have a low toxicity and to be 
eae oe thea In this case dichlormapharsen was admin- 
Aexibl ste! neurrently with intravenous injections of crude 
ract (1 unit per cubic centimeter) because of 
tance and anemia (hemoglobin content 60 per 
{ iter two or three injections of dichlormaph- 
rset th concurrent injections of liver extract a re- 
improvement was noted. After five injections 
ulceration of the face cleared up almost entirely 
the patient felt a great deal better. 
ree with Dr. Spiegel that changing an arsenical 
reat importance in treating such conditions. 
ave had 3 patients with arsenoresistant syphilis; in 
ises of mapharsen-resistant syphilis the patients im- 
ved as a result of therapy with old arsphenamine ; 
the other hand, a patient with malignant syphilis 
lid not respond to any kind of vigorous medica- 
nproved under the influence of mapharsen therapy 
ipharsen in Antisyphilitic Therapy, Am. J. Syph., 
r. & Jen. Dis. 21:81 [Jan.] 1937). 
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Pea Folliculitis Decalvans with Lichen Spinulosus. 
Presented by Dr. Jesse E. Totmacu. 


|. S., a widow aged 55, appeared at the dermatologic 
nic of Beth Israel Hospital complaining of loss of 
uir irom her scalp for the past two and one-half years 
and an eruption which has been present on her back 
i and a half years. 
There are large patches of alopecia on the scalp. The 
in the center of the patches is atrophic and shows 
number of pitted scars. At the edges of the patches 
t alopecia there is erythema and scaling. On the upper 
ot the back are a number of tiny follicular papular 
In the axillas comedos and a few 
lesions are present. 


nd spinous lesions. 
areas on 


scars ielt 


€ same as DISCUSSION 

M ARION B. SULZBERGER : About four years ago 
‘oseph Goodman, of Boston, had the idea of treat- 
snk Sale ¢ this disease with vitamin A concentrate in very 
es ote ge doses. He obtained striking improvement in the 


at the follicular keratoses disappeared after 
months. Of course, the bald spots remained, 
ctivity of the patches on the scalp, the erythem- 


teas Bie rt, disappeared with vitamin A therapy. I 
atient hes e to know if any members have used that 
wares ind what their experience has been. 

nt has ; \WILLIAM ABRAMOWITZ: I treated a woman 
treat lichen planus with lichen spinulosus lesions. 
is give . cally starved herself in order to reduce. Her 
arsenicals tood was increased, and with the addition of 
g, Many the eruption cieared up rapidly. I have had 
m lence with the use of vitamin A in treatment 


itis decalvans. I have seen patients with 
ve lecalvans, lichen pilaris and lichen planus. 
achan tell I observed a patient who apparently had 
] decalvans ard lichen pilaris on the body. 
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I observed the patient for at least six months, but 
lichen planus did not develop. I think there may some- 
times be folliculitis decalvans with lichen spinulosus 
lesions not connected with lichen planus at all but in 
the form of an “id” or pyoderma. The patient presented 
tonight had giant lichen pilaris lesions in the armpits 
and groins and on the thighs—not comedos. 


Dr. Paut Gross: In reference to Dr. Sulzberger’s 
remarks, [ have treated 1 patient with lichen plano- 
pilaris rather persistently with vitamin A, nicotinic acid 
and vitamin B complex, without obtaining any clinical 
improvement. The eruption later disappeared spon- 
taneously after a radical operation for carcinoma of 
the breast. In connection with the discussion of Dr. 
Abramowitz, I wish to say that the case mentioned was 
also an illustrative one. The patient originally had a 
few typical lesions of lichen planus which responded to 
roentgen therapy. After a few months she returned to 
the clinic with a widespread eruption of lichen spinu- 
losus and lesions on the scalp. None of the papules 
on the body were suggestive of lichen planus, but the 
histologic picture showed next to the follicle a small 
focus with all the changes typical of lichen planus. 
Careful scrutiny leads one to agree with Graham Little’s 
final conception that all these eruptions are lichen 
planus. The syndrome of spinulosus, though, may occur 
in connection with other cutaneous eruptions unrelated 
to lichen planus. 


Lupus Erythematosus Disseminatus (Treated with 
Mapharsen). Presented by Dr. Rupoitr L. Baer. 


E. D., a woman aged 46, was previously presented 
before the Bronx Dermatological Society in 1940 (Arcu. 
Dermat. & SypnH. 43:752 [April] 1941). She has 
suffered from the eruption for thirty-three years. 

The dermatosis was originally confined to the face 
and became disseminated in 1927 after injections of a 
gold compound. In 1932 she was given injections of 
a bismuth preparation and of neoarsphenamine because 
of a weakly positive Wassermann reaction. In June 
1940 there was another severe recurrence with further 
dissemination, accompanied by bullous lesions on the 
face and the lips. Use of nicotinic acid by mouth and 
avoidance of sunlight resulted in slight improvement, 
which became pronounced after a course of sobisminol 
mass by mouth. However, after taking this drug for 
six months, the patient began to get nauseated and the 
dermatosis began to get worse again. 

Subsequently she received treatment with sulfapyri- 
dine, sulfanilamide, sulfaguanidine, bismuth by intra- 
muscular injection, sulfadiazine, gold sodium thiosulfate 
and liver extract. None of these drugs was of benefit, 
and a course of intravenous injections of mapharsen was 
begun, the injections of liver extract being continued. 
The patient has shown remarkable improvement with 
the mapharsen therapy. One and two-tenths grams has 
been administered to date. The facial lesions have 
almost healed, and the lesions on the chest have shown 
considerable improvement. There was also some im- 
provement of the lesions on the back. 

She now presents atrophic scarring on the nose, 
cheeks and upper lip. On the chest there is a large 
well defined area which shows erythema, scaling, in- 
filtration and telangiectasia in the periphery with whitish 
atrophy in the center. There is a similar large area 
on the back, but this area shows less whitish atrophy 
in the center. 


DISCUSSION 


Dr. E. Clinically, the erup- 
The patient has had the 


tion resembles lupus vulgaris. 
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eruption on the back for thirty years and has recurrent 
lesions in various areas. I did not have a slide; hence 
I could not see whether there were lupus nodules. 
There is considerable scarring. The oral lesions re- 
semble those seen in lupus erythematosus. 

Dr. VAN ALSTYNE CORNELL: My diagnosis was lupus 
vulgaris. Dr. Baer told me the biopsy showed lupus 
erythematosus. Clinically, however, the lesions on the 
back and chest, with their nodular appearance and 
serpiginous formation, look more like lupus vulgaris to 
me than lupus erythematosus. 

Dr. Maurice J. did not know that there 
Was any question about the diagnosis of lupus erythe- 
matosus, which was my reason for not. discussing this 
case before. I think this patient has lupus erythema- 
tosus, although it resembles lupus vulgaris clinically. 
she even has lesions on the right buccal mucous mem- 
brane which are fairly characteristic of lupus erythema- 
tosus. An interesting phenomenon is the pain in the 
right lower quadrant of the abdomen of which the 
patient complains and which she says has improved 
since mapharsen has been administered. I wonder if 
she has not a terminal ileitis which may be a part of 
the same manifestation. It is not unusual for lupus 
erythematosus to cause the same degree of mutilation 
as lupus vulgaris. A possible tuberculous background 
in this case should be thoroughly investigated. 

Dr. CuHar_tes WoLF: The fact must not be forgotten 
that lupus erythematosus is in many cases of tuberculous 
origin. In this case there may be a tuberculous focus 
which gives an appearance of lupus vulgaris in certain 
areas. 

Dr. Artuur B. HyMan (by invitation): As a result 
ot the remarkable change that was noticed after two 
or three injections of mapharsen in this case and at 
the suggestion of Dr. Sulzberger, I have followed about 
16 patients with definite lupus erythematosus at the 
Skin and Cancer Unit of the New York Post-Graduate 
Medical School and Hospital; they are receiving maph- 
arsen only, with no other treatment. Some had exten- 
sive lesions which had previously been treated with 
large doses of bismuth and gold salts. One of these 
had received three hundred and twenty-seven injections 
of gold sodium thiosulfate, a total of nearly 7,000 mg. 
Fight of the patients for whom I started mapharsen 
treatment either were showing no improvement with 
gold and bismuth in prolonged courses or were getting 
worse. Three of these 8 showed remarkable improve- 
ment, so that they may be considered cured, and the 
lesions of the other 5 are also clearing but not so 
strikingly. Because of the fact that 3 of the remaining 
5 had seborrhea congestiva, the efficacy of mapharsen 
treatment could hardly be convincing; such lesions 
often heal spontaneously, and, moreover, one should 
wait to see if recurrences develop in the summer. How- 
ever, the one definite conclusion which can be reached 
from even so small a series of cases is that when 
standard routine methods of treatment have been ex- 
hausted without satisfactory results, mapharsen is avail- 
able for trial. It is a relatively nontoxic drug, and, in 
some cases at least, it has given unquestionably good 
results. 

Dr. Rupotr L. Barer: The diagnosis in this case 
has been discussed on a number of occasions, and the 
question as to whether the patient has lupus vulgaris 
has arisen repeatedly. Apart from the clinical features, 
which are somewhat suggestive of lupus vulgaris, there 
is no other evidence which would speak in favor of 
this diagnosis. No apple jelly nodules were ever 
observed. Biopsy showed a clear picture of lupus 
erythematosus, and, furthermore, the patient has at least 


on one occasion shown bullous lesions on 

lip, and these one would certainly not expec: 

in lupus vulgaris. The lesions on the buccal 
mentioned by Dr. Costello are also rather 

lupus erythematosus. The question of the a 
pain was investigated many years ago, long 

first saw the patient. Roentgenograms of the gas 
intestinal tract were made, and abnormal lit 
were not observed. The main reason for s! ot 
patient again tonight is to demonstrate the re- 
mapharsen, which has been rather remarkable \s 
Hyman has pointed out, mapharsen is not a new “cur, 
for lupus erythematosus, but it appears to be a va! 
drug which can be used when the conventio: 

of treatment are no longer effective. 

Dr. CHARLES WotF: In view of the fact tl 
presenting a new approach to the treatment oj 
erythematosus, with an apparent improvement and 
the extensive existing eruption that is still to be « 
| should like to know how many more injections | 
Baer intends to give the patient? I am a little skept 
about the effect of more mapharsen. I should lik 
see this patient a year hence, after more injections 
and evaluate the results. The apparent improvemen: 
cannot be attributed to mapharsen. 

Dr. RupotF L. BAER: Since the patient has receiy: 
1,200 mg. of mapharsen, I wanted to give her a peri 
of rest, after which I expect to resume use of maphars: 
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A Case for Diagnosis (Ulceration of Toe on 
Nevus Flammeus?). Presented by Dr. HeRMax 
SHARLIT. 

A. F., a white youth aged 20, has complained 
difficulty with the skin of the middle toe of the lett 
foot for three and one-half years. This toe is the sit 
of a nevus flammeus. The history of its inception 1 
that of a superficial erosion of the skin on the flex 
surface of this toe, which was treated by a chiropodist 
as “athlete’s foot.” The first open lesion of the sku 
was successfully healed. Then followed other erosions 
each healing, but much more slowly than the previous 
one. Within the last six months, during a period 
complete healing, the patient was inducted into t 
army. The erosion on the toe again appeared, and | 
was treated in the hospital for nine weeks, with 
improvement, after which he was given a dischars 
from the Army for disability. When he first appeared 
at my office some two and a half months ago, the 
appearance of the toe was similar to that at the present 
time; there was a superficial but extensive ulceratio! 
on the flexor and lateral surfaces of the toe. 

The patient is presented for diagnosis and sugge~ 
tions for treatment. He has been receiving topicé 
remedies, including “bio-dyne” ointment. 


DISCUSSION 

Dr. Maurice J. CosteLto: The best treatment woul’ 
be to keep this patient in bed with his foot clevate’ 
while simple soothing wet dressings are applied. 
Dr. Jack Wo F: I agree with Dr. Costell: 
ulceration in this lesion is the result of disturbance 
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vus of such character on the face would not 
ted. 

Bioom: The obstinate ulceration is due 
inent dilatation of the blood vessels. In my 
the only effective method of treatment is 


‘e M. Lewis: For a patient of mine with 
ruption, wide excision and grafting proved 
[his patient previously had many other 
ape procedures, without any permanent effect. 
bt of rest in bed will accomplish much. Nothing 
in grafting may be found useful in this case. 
Dr. | » Wise: Surgical excision followed by a 
thickness skin graft seems to me to be the best 

ach toward a cure. 
x. HeRMAN SHARLIT: This young man had nine 
ks in bed, which did not help at all. He has been 
aed with the new proprietary preparation—bio-dyne, 
ibstance liberated by living cells. There seems to 
an elevation of surface epithelization which was not 
re before its use. I agree with Dr. Costello that 
patient should be kept off his feet. He has, how- 
to gv to work, and I cannot suggest that he leave 

s job 


Melanoma. Presented by Dr. JAcK WOLF. 
_a man aged 69, was previously presented before 
society, on Feb. 9, 1943, with a diagnosis of 
voma (7). Another piece of tissue removed from a 
nin an earlier stage of development gave a clearer 
ture of the process than the previous section. Dr. 
irles F. Sims rendered the following report: ‘The 
lermis is thinned, with resultant obliteration of rete 
gs and corresponding papillary bodies. Throughout 
st of the corium there are masses of cells separated 
part by septums of connective tissue. They are large 
| irregular in shape; some have round or oval hyper- 
romatic nuclei, and others have flattened elongated, 
ndle-shaped nuclei. In many of these nuclei, well 
veloped nucleoli may be noted. Some of the cells are 
ltinucleated.” 


Before the second biopsy was performed, the largest 
sion, located at the anterior hair line on the right side 
the forehead, was given a total of 500 r of roentgen 
adiation (100 kilovolts, 4 milliamperes, 20 cm. dis- 
nce and a 3 mm. aluminum filter) weekly for five 
eks. The lesion flattened completely. This is an 
traordinary response for melanocarcinoma. 


DISCUSSION 

Dr. ANTHONY C. CrpoLLaro: I agree with the diag- 
sis. Melanomas are radioresistant; melanosarcomas 
e even more resistant to radiation. In view of these 
eral facts, the therapeutic result obtained in this 
* 1s noteworthy. I see no other way to treat an 
tensive process like the one presented. Surgical re- 
val of a large lesion would be risky and technically 
ficult. 

De. FE. WitttaM There is no evidence 
‘metastases. The lesion on the scalp is most unusual. 
Dr. Jack Wotr: Dr. Klemperer (Mount Sinai Hos- 
‘a) and Dr, Richter (New York Post-Graduate 
edi al School and Hospital) both made a diagnosis of 
“anoma in this case. The possibility of Hodgkin's 
isease was discussed with Dr. Richter, who has been 


varticularly interested in diseases of that sort, and he 


‘ that there was no evidence justifying a diagnosis 
' Hodgkin’s disease. 
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Chronic Radiodermatitis Resulting from Treat- 
ment of a Port Wine Mark with Radium. 
Presented by Dr. ANTHONY C,. CIPOLLARO. 

D. M., a girl aged 7 years, is presented from the 
New York Skin and Cancer Hospital. She was first 
seen on April .7, 1937. She had a nevus flammeus 
(port wine mark) affecting the entire left side of the 
face. At that time she was 9 months old. Nothing 
was done other than to make the diagnosis. On May 
2, 1940 the mother brought her back to the clinic, and 
she was given one treatment with solid carbon dioxide. 
She returned to the clinic on April 28, 1943. During 
the interval between 1940 and 1943, the mother took 
her daughter to two physicians (radiologists), who 
administered radium treatments by surface applications. 
She received approximately thirty-two treatments. In 
the beginning the treatments were administered twice a 
week, and after the first six months treatments were 
administered occasionally. The mother thinks that the 
lesion is fainter. 

On examination there is a port wine mark affecting 
the left side of the face and involving a portion of the 
forehead, nose and chin. The lesion is smooth and 
purplish red. Scattered over the cheek are several 
square areas in which telangiectases, atrophy, depig- 
mentation. and pigmentation are readily discernible. 
These are areas of radiodermatitis shaped like the 
radium plaques. 

DISCUSSION 

Dr. George M. Lewis: I agree that there is a 
definite area of radiodermatitis on the surface of the 
nevus. 

Dr. E. Wiit1am Asramow!Tz: I think it is best to 
leave a port wine mark alone. 

Dr. Frep Wise: European dermatologists have pub- 
lished reports of excellent results from radon therapy, 
but I have as yet not encountered any patient with a 
cured port wine mark. 

Dr. AntTHONY C. C1poLLaro: I presented this patient 
for two reasons. First, I desired to provoke some dis- 
cussion in regard to the treatment of nevus flammeus. 
My own experience is that no treatment is of any real 
value. Treatment with solid carbon dioxide may im- 
prove some faint lesions. I have treated nevus flam- 
meus with grenz rays, but there was no improvement 
at all in any of the cases. The treatment of port wine 
marks with radium or roentgen rays is definitely con- 
traindicated in my opinion. I have never seen improve- 
ment of a nevus flammeus from such treatment, but 
I have frequently seen disastrous results. This girl has 
definite evidence of sequelae from the irradiation, and 
no one can predict the final outcome. The second rea- 
son for showing this child was to demonstrate again 
that radiodermatitis results when a nevus flammeus is 
injudiciously treated with radium. 


A Case for Diagnosis (Early Scleroderma or 
Acrodermatitis Chronica Atrophicans?). Pre- 
sented by Dr. Frep WISE. 

A. P., a woman aged 21, registered at the New York 
Skin and Cancer Hospital on March 18, 1943, present- 
ing an eruption of ten months’ duration. The family 
history and the personal history reveal nothing signifi- 
cant. The lesions are not pruritic or painful. They 
did not flare up after ingestion of phenolphthalein. 

The patient first observed a “red mark” of the same 
size as now present on the middle of the inner surface 
of the left thigh. It never regressed. Another red 
patch developed on the left wrist a few months ago. 
There are two poorly outlined symmetric superficial 
patches of the size of a palm and faintly erythematous 
on the ulnar surfaces of the forearms, and there is a 


‘ 
xpect 
iccal Cos ve 
er t Cal 
he a n the 1 
Ong I 
t the vast 
al 
response ¢ 
ible As Tr 
aA Mie € 
be a val 
torr 
ct that 
ent of | 
ent and wi 
l to be s 
yections | 
} 
ttle skepti 
tar 
} 
| 
| 
| 
| 


patch 2 by 2 cm. on the dorsal surface of the left wrist. 
The patch on the inner surface of the left thigh is the 
more prominent. It is roughly round, 4 cm. in diameter 
and made up of punctate dark purplish red spots and 
larger ivory-colored spots. The patches are dry, some- 
what rough to touch, slightly infiltrated and diminished 
in elasticity. None of the lesions fade on diascopic 
pressure. 

The routine laboratory tests and tests of clot retrac- 
tion and erythrocyte fragility gave normal results. A 
histologic section examined by Dr. Charles F. Sims was 
reported as “suggestive of dermatitis medicamentosa.” 
Dr. Sims reported as follows: “The epidermis presents 
no noteworthy changes. The vessels of the upper part of 
the corium are moderately dilated and surrounded by a 
moderate cellular infiltration composed of small round 
cells and wandering connective tissue cells. The walls 
of the vessels are edematous, and their intimal nuclei 
project into their lumens. The collagen surrounding 
the vessels presents an interstitial and parenchymatous 


>dema.” 
DISCUSSION 


Dr. E. WitttAM ABRAMOWITZ: I think this is some 
unusual form of acrodermatitis or some other atrophy 
of the skin. 

Dr. Frep Wise: In rare instances, circumscribed 
lesions of scleroderma or morphea first manifest them- 
selves as brown stains which are followed by a super- 
ficial glistening atrophy of the epidermis, without in- 
tervening induration of the skin as a whole. 


Lupus Vulgaris of the Knee. Presented by Dkr. 

FreD WISE. 

F. C., a man aged 35, registered at the New York 
Skin and Cancer Hospital on May 11, 1943, presenting 
lesions on the nose of seven months’ duration. They 
began as a “pimple.” Eight years ago he was struck 
on the nose. He had a plastic operation on the nose 
on April 15, 1939. 

The tip of the nose shows a dusky erythema covered 
with crusts and scales. In the right nostril there are 
several tiny nodules which are covered with crusts. 
Pressure on a crusted nodule in the left ala causes 
exudation of a whitish serous material. The entire area 
is painless and nontender. Examination does not reveal 
intranasal involvement. Diascopic pressure gives nega- 
tive results. 

The first histologic section revealed chronic granu- 
lomatous inflammation of the subcutaneous tissue. A 
second section, examined by Dr. Charles F. Sims, 
showed granulation tissue, in part suggestive of tuber- 
culosis cutis. The interpretation was as follows: “The 
epidermis is moderately and irregularly acanthotic. At 
several points there is a liquefaction of the basal cell 
margin. Throughout the corium there is a diffuse 
cellular infiltration composed for the most part of small 
round cells, wandering connective tissue cells, poly- 
morphonuclear leukocytes and plasma cells. At one 
point deep in the corium is a group of epithelioid cells 
suggestive of a tubercle. Throughout the corium there 
are many dilated vessels as well as many newly formed 
capillaries. A pronounced interstitial and parenchy- 
matous edema is present throughout the corium.” The 
laboratory tests gave normal results. The Mantoux 
tuberculin tests performed on the right forearm elicited 
a 3 plus reaction. 

The patient was treated for a week with 5 per cent 
sulfathiazole ointment, without any improvement. He is 
now being treated with 5 per cent pyrogallol salve. 


DISCUSSION 
Dr. Georce M. Lewrs: I should want to make sure 
that the patient had had a physical examination. 
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Dr. Frep Wise: The patient was given 
examination in Massachusetts General Hos; 

Dr. Georce M. Lewis: Surgical interven: 
offer the most hope for cure. Ultraviolet 
under pressure (with a water-cooled quart recur 
vapor lamp) might be helpful. a 

Dr. Davin Bioom: I would treat this 
means of surgical diathermy followed by frecuent ey 
posure of the lesion to ultraviolet radiati Mos 
important, I would use general supportive imeasyr: 
in order to raise the resistance of the patient 

Dr. Frep Wise: In consultation with Dr. \{ack 
it was suggested that the lesions be treated wit 
sive ultraviolet irradiation under pressure combin 
a salt-free Saterbritch diet and graded injectio: 
old tuberculin (Koch). I am rather in favor of sure 
ablation and skin grafting. 

Dr. E. WILLIAM ABRAMOWITZ: Surgical excisi 
followed by plastic repair might be considered. Pyr 
gallol ointment might be applied. I think the use 
cottonseed oil or olive oil might be suggested. 


Perfolliculitis Abscedens et Suffodiens. 
by Dr. Maurice J. COSTELLO. 

J. R. A., a Negress aged 38, from the dermatolog: 
wards at Bellevue Hospital, has had a deep-seated 
pustular infection of the scalp with extensive loss 
hair, especially on the vertex. The bald areas are mad 
up of scar tissue with undermining communicating 
abscesses. Sulfathiazole was administered by mouth 
doses of 1 Gm. three times a day for ten days. Improv 
ment occurred within three days after the drug wa: 
first given and has continued to date. The beneficia 
effects appeared to be augmented by the local applica 
tion of 5 per cent sulfathiazole ointment. 


DISCUSSION 


Dr. Davin Bioom: I have seen good results fro: 
incision of the abscesses in addition to administratic: 
of antistaphylococcus vaccine. 

Dr. HERMAN SHARLIT: All dermatologists know ho 
resistant this condition is to any kind of treatment 
think that perhaps most of the results here achiev 
came from internal use of the drug. For all su 
defects and complications which develop is it necessar 
to use a sulfonamide compound locally? The best r 
sults are obtained from internal use. I should like t 
ask Dr. Costello about the results of topical applicati 
of sulfonamide compounds. 

Dr. Maurice J. CostELLto: I have treated man) 
patients at Bellevue Hospital with sulfonamide com- 
pounds. Reactions to the application of ointment local); 
were few. When sulfathiazole is given orally an 
locally, the combination is more effective than whe! 
it is given only by mouth. I do not consider the oint 
ment particularly effective, especially in the treatment 
of pustular dermatoses, such as impetigo, for which = 
takes second place to ammoniated mercury ointment 

Dr. AntHOoNY C. CrpoLLaro: I think that roentge! 


therapy is the best form of treatment for this woman 
I am now treating a Negro physician who has this 
disease with filtered (2 mm. of aluminum) moderat 
voltage (100 kilovolts) roentgen rays. He is receiving 


about 60 r per week. He has already re 
treatments, and he has improved considerably 
Dr. Max ScuHeEER: I recommend surgical treatment 
Slit open the underlying skin. 
Dr. Davin Btoom: Dr. Osborne, of Buffalo 
recently that he has observed cutaneous reac‘ 
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per cent of patients treated with a sulfon 
Nodosum Following Sulfathiazole Ther- 
esented by Dr. Davin BLoom. 
wy aged 14, was previously presented at 
N rk Academy of Medicine (May 1943). He 
plain of any pain of the legs, and his tem- 
normal. The places of previous lesions of 
nodosum show brownish discoloration and 
1e patient is presented today because of a 
tologic change, namely, infiltration of leuko- 
a cells, histiocytes and giant cells in the 
f the cutis and subcutis. 


DISCUSSION 
\VitLrAM ABRAMOWITZ: The histologic report 
diagnosis of a drug eruption. The final test 
he a recurrence following the use of the drug. 
GrorceE M. Lewis: There is a remarkable and 
istic dissolution of the lesions within the space 


Dr. HerMAN SHARLIT: I am trying to get an idea 
this change means with regard to the under- 
of erythema nodosum, Is it just a drug erup- 
does it mean that sulfathiazole can arouse 
in a quiescent disease? 
M. B. ParouNAGIAN: In view of the fact that 
atient has had several attacks of erythema no- 
sum prior to the taking of sulfathiazole, it is rather 
fusing to call this drug the cause. I should rather 
| it as a coincidental occurrence. 


Dr. Max ScHeeR: I agree with the diagnosis. Ery- 
na can be produced by sulfathiazole. Three or 
months ago I treated a 15 year old boy who had 
hogranuloma venereum on the penis. The Frei 
action was positive. He was given sulfathiazole, but 
is treatment had to be discontinued when a severe 
iption developed on the shins and thighs. When use 
i the drug was discontinued for four or five days, the 
thema disappeared rapidly. He began to take the 
rug again, and in a few days he had another outbreak. 
elt that the eruption in that boy was due to sulfa- 
thiazole. 
Dr. Maurice J. CosteLtto: For the reasons given 
y Dr. Scheer I believe that the erythema nodosum in 
is patient followed treatment with sulfathiazole. 
Dr. Frep Wise: In cases of classic erythema no- 
sum, not related to ingestion of drugs, it has been 
emonstrated that there is a coincident infiltration of 


tte lungs which is transitory and of short duration. 


is unlikely that the pulmonary tissue is involved in 
hema nodosum caused by ingestion of a drug, as 
ars to be the case in this patient. 

Davin Broom: This boy has been examined 
ughly in the medical department of the New York 
t-Graduate Hospital and Medical School, and no 
ility has been found. The strange microscopic 
inges seen in this case have been observed by 
r, of Zurich, in many cases of erythema nodo- 
(ue to ingestion of sulfathiazole. He has pointed 
the observation of tuberculoid structure early 
urse of the illness indicates that the drug pre- 
reaction in a tissue which has been changed 

iit of a previous bacterial infection. 


7 


Dermatitis Venenata Due to Shoe Leather Dye. 
nted by Dr. Maurice J. CosTEto. 


boy aged 13 years, from Lenox Hill Hos- 
had an intensely inflammatory vesiculobullous 
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eruption confined to the bearing surfaces of both feet 
for the past two weeks. It followed the purchase ot 
a pair of inexpensive shoes. He has had tour similar 
experiences in the past three years after the purchase 
of shoes at the same store. A patch test with the 
shoe leather dye elicited a positive reaction. 


DISCUSSION 


Dr. Davin Broom: The usual location tor such an 
eruption is the dorsum of the foot. 

Dr. Grorce M. Lewis: | suggest that the boy wear 
cellophane or some other impervious material between 
the foot and shoe. If the eruption disappears, there is 
good evidence for the diagnosis. A patch test is not 
always to be relied on. The skin of the sole is thick 
and does not usually react to external contacts. | 
believe that the most likely diagnosis in this case is 
acute dermatophytosis. 

Dr. Jack Wortr: There are some features of this 
eruption which are unusual for a dermatitis due to 
contact. There is considerable scaling without vesicu- 
lation or erythema. 

Dr. Frep Wise: I agree with the diagnosis as 
presented and believe that the moisture caused by 
sweating of the feet played a role in the production of 
the eruption on the soles. 

Dr. Maurice J. Costerto: An examination for 
fungi was not performed because of the obvious nature 
of the eruption. The boy’s shoes have always been 
purchased in the same store; each eruption began soon 
after the shoes were first worn and persisted until the 
dye of the insoles was worn off by friction and per- 
spiration. 

Lupus Vulgaris. Presented by Dr. Frep Wise. 

F. D., a man aged 41, referred by Dr. Max Bier, 
presented two areas of lupus vulgaris, one on the right 
leg and the other on the left ear. The disease appeared 
on the right kneecap when the patient was 6 years of 
age; the left ear became involved only three years 
ago. 

The lesion on the right leg covered the entire knee 
joint and occupied an area approximately 8 inches 
(23 cm.) in diameter. The surface was smooth and 
dry, was somewhat wrinkled and partly atrophic and 
extended back into the popliteal space. There were 
numerous apple jelly nodules scattered throughout the 
patch. The entire lobe of the left ear and the inferior 
portion of the helix, together with a surrounding area 
of about % inch (1 cm.) wide was similarly affected. 
The lobe presented the appearance of a humid mass 
of the size of a hickory nut. The patient's general 
health had always been good. 


DISCUSSION 

Dr. E. WitttAM ABrRAMOWITZ: I suggest a smear 
and inoculation of an animal with a small piece of 
tissue taken from the nose. 

Dr. Maurice J. CosteLto: I believe that a patient 
who has had lesions of lupus vulgaris on the torso 
for thirty years without discomfort should not be 
treated. In regard to the involvement of the ear, I 
believe that any form of destructive or plastic surgical 
treatment will cause greater mutilation than would 
naturally follow the disease itself. The cure of small 
patches of tuberculosis offers no great problem; it is 
only when these and more extensive lesions occur on 
the nose, ears and eyelids that the difficult problem 
of proper therapy arises. 
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Clinical Laboratory Methods and Diagnosis. By 
R. B. H. Gradwohl, M.D., D.Sc. Third Edition. 
Price, $20. In two volumes totaling 2,130 pages of 
text and a 206 page index, with 726 text illustrations 
and 37 colored plates. St. Louis: C. V. Mosby 
Company, 1943. 

The foregoing bibliographic data indicate something 
of the magnitude of this almost encyclopedic work. It 
is divided into the following sections: general con- 
siderations, urinalysis, blood chemistry, hematology, 
blood groups and transfusions, gastric analysis, exam- 
ination of puncture fluids, examination of sputum, 
special tests (including vaginal smears, tests for preg- 
nancy, appraisal of semen, etc.), feces, bacteriology, 
serology, basal metabolism, postmortem examination, 
cutting and staining of tissue, preparation of museum 
specimens, toxicology, detection of crime and_ parasi- 
tology and a final chapter on minimum supplies, equip- 
ment and reagents for pathologic laboratories. In short, 
the work is comprehensive and impressive. 

The subject matter is treated attractively, with well 
selected preliminary paragraphs which state the prin- 
ciples underlying the tests, together with their indica- 
tions. Seldom is this- overdone. For the most part, 
the style is direct, concise and to the point and thus 
makes for easy reading. The exception is found in 
the parts contributed by collaborators, which are fre- 
quently verbose. The English is unusually clear and 
is correct. The publishers have done their part by 
putting the material into a well bound volume, printed 
on enamel paper. All of this results in a work with 
a heavy balance to start with on the credit side of the 
ledger. 

There is considerable on the debit side, most seriously 
in the matter of balancing of topics. Many of the 
photomicrographs are poor, except in the section on 
parasitology; some carry no message and detract, if 
anything, from the general excellence. The same is 
true of some of the colored plates, such as those of the 
vaginal smears facing page 918. 

For the purposes of the dermatologist and syphilolo- 
gist, the sections on serology and bacteriology are ade- 
quate and well done. The section on mycology, though, 
is of limited value for a present day dermatologist and 
is far too sketchy even for a general practitioner. The 
topics are particularly badly balanced; for example, only 
twelve lines are devoted to sporotrichosis, but two and 
a half pages are given to histoplasmosis. The same 
general criticism obtains against the chapter on animal 
parasites and tropical medicine; its three hundred pages 
comprise about 15 per cent of the entire work. For 
scabies and pediculosis there is not a paragraph—merely 
a page of illustrations of the parasites, and these are 
not well done. By contrast, ten pages are devoted to 
the black widow spider! This chapter is too much a 
complete textbook in itself, although its length may be 
justified to some extent by the rising importance of 
this subject incident to the nation’s war activities. It 
is still questionable, though, whether clinical diagnosis 
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and treatment (as exemplified in uncinarias 


find the large place devoted to it in a wo ntitle 
“Clinical Laboratory Methods and Diagnosis 
trations in this part of the book are overdo: th: 


are no less than nine of elephantiasis, and it 
to understand the message carried by the ty 
the child infected with Taenia saginata on page 184 
These defects subtract little from the credit sid 
the ledger and do not seriously compromise 
of the work, but they should be eliminated 
editions. Nearly everything that the laboratory, 
needs to inquire about will be found in the hig 
prehensive index, and it will lead him to most 
information that he will need, short of the literaty; 
He will find the book excellently and pleasingly prepa; 
but scarcely authoritatively, because no one aut! 
be an authority on all of the chapters that mak 
the work. 


A Synopsis of Clinical Syphilis. By James Kir! 
Howles, B.S., M.D., M.M.S., Professor of Derma 
tology and Syphilology at Louisiana State Universit 
School of Medicine. Price $6. Pp. 667, with 12 
illustrations and 2 color plates. St. Louis: ( 
Mosby Company, 1943. 


This well bound booklet has a convenient size of 7 
by 5 inches (17.5 by 12.5 cm.) and is printed in eas 
readable type on good glossy paper. The material 
divided into three sections. The first section has ni: 
chapters and deals with general considerations of sy 
ilis. It contains material on the diagnosis, prognosi: 
and treatment of acquired syphilis. Section II deals 
twelve chapters with syphilis of the various organs a! 
systems. Section III has four chapters, on the epiden 
ology of syphilis, on syphilis and pregnancy, on ( 
genital syphilis and on organization of a syphilis clin 

In the relatively small book the whole field of syphilis 
is thoroughly treated; there is also included discuss) 
and appraisal of recent subjects, such as massive arse! 
ical therapy. In regard to the latter subject, the aut 
shares the opinion of those investigators who consid 
this method of treatment to be still in the experiment 
stage; he states that it is still too early to determi 
the end results of treatment as well as all the dangers 
this method, “which obviously are greater than t! 
of the standard method of treatment.” He considers t 
publicity given to massive arsenotherapy in the lay pres 
as unfortunate and agrees with the writers who critic! 
it adversely. 

On several occasions the author stresses the pou 
that the treatment of all types of syphilis should | 
based first of all on the treatment of the patient a! 
not of the disease. This point of view is the right 0! 
and is of such importance that in the opinion « 
reviewer it cannot be often enough emphasized. 

The author has succeeded in writing a synopsis 
the whole field of clinical syphilis in a clear and bri 
way. It can be heartily recommended to the gener 
practitioner as well as to the dermatosyphilologist. 
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A high percentage of cures in both male and female patients has 
been observed with sulfathiazole. This drug is of great value in 


preventing complications. 


Adequate dosage is important. Three simple schemes of treat- 


ment have been followed: 


(a) 1 Gram four times daily for five days 


(b) 1 Gram four times daily for the first day and 0.5 Gram four 
times daily for the next eight days 


(c) 0.5 Gram four times daily for ten days 


Before the patient is dismissed cultures should be made of urine 
sediments and prostatic secretion in men and of exudates from 


the cervix and the para-urethral (Skene’s) glands in women. 


Studies of smears are also advisable. 


CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
NEW YORK 13, N. Y. - WINDSOR, ONT. 


symbol of distinguished 
service to our Country woves 
from the Winthrop flogstoff. 
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For 


clean 


ou HAVE undoubtedly told 
pene of your patients that 
a Clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. Asa gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


ANATOMIC 
OUTLINE 
CHARTS 
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A series of 50 sheets embodying out- 
lines of practically all the general 
and special regions of the body. Of 
particular value for recording pic- 
torially the location and extent of 
lesions, edematous or paralytic areas, 
tumors, etc. Useful to authors in 
illustrating case records, clinical 
studies or articles. 

Illustrations are printed on good paper so 
that lesions may be drawn in either with 
ink or colors. Size of sheets 5% by 8%. 
Price, 1 cent each; 80c a hundred. Above 
illustration shows only a part of the charts. 
Orders should be by number. Complete 
catalogue on request. 


American Medical Association 
535 North Dearborn Street 
CHICAGO, ILL. 
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beauty counselors, ine. 
7108 Mack Avenue 


Crosse Pointe, Michigan 


me your private formulas. 
LJ \rrange to give my wife a presentation and a $1.00 lipstick free. 
\ \ find her at: 
_City State Phone____ 


Address 


We've a message — and a gift — for your 
wife. We want her to try our preparations. 
It will take about an hour of her time, and 
in return for that courtesy we will present 
her with a Beauty Counselor $1.00 lipstick 


in anv shade she selects. 


We believe she will enjoy the hour. But, 
most important, we hope she will tell you 
about our try-before-vou-buy method of 
selection—how each customer has a chance 
to use these hypo-allergenic preparations, 
without charge, to see that those recom- 


mended really suit her skin. 


Please use the coupon below. If, in addition, 
you would be interested to see formulas, 


check where indicated. 


When vour wife uses Beauty Counselor cos- 
metics, you have constant, visible proof that 
here are preparations worthy of your recom- 


mendation to the most particular patients. 
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VOLUME FILES 
for 


A. M.A. SPECIAL JOURNALS 


Archives of Dermatology 
and Syphilology 


$1.25 


a pair 


es illustrated here 


Archives of Neurology 
and Psychiatry 


(not suitable for for- 
eign mailing) 


Archives of Internal Medicine 
Archives of Pathology 
Archives of Surgery 

Archives of Ophthalmology 
Archives of Otolaryngology 


American Journal of Diseases 
of Children 


You keep your Special Journals, of course, but where? Are they 
filed chronologically, in a convenient place—readily accessible for 
reference? Are they preserved for succeeding years? 


The volume file cases shown above are inexpensive and serviceable. 
More important to you—when used with the indexes published each 
year, they make the Special Journals a valuable part of your permanent 
reference library. The files are sold only in pairs, one for each six 
issues (one volume) of a Special Journal. The two cases, or one pair, 
hold the twelve copies for one year. 


Made of heavy fiber board, cloth-taped at corners for extra strength. 
Covered with fine-quality binders cloth. Open at back and labelled 
on front for ready reference. Labels are supplied free—volume and 
year to be filled in as desired. When ordering specify title of Special 
Journal wanted on label. 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street Chicago 10, Illinois 
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Send for 


ALMA Y, 


56 Cooper Square, New York, N. Y. 


WAR TIME MORALE 


Your allergic patients need not be deprived of cosmetics. 


Keep up their morale with 


ALMAY COSMETICS 


“Created so that allergic people may also use Fine Cosmetics” 


“Cosmetic Formulary”—for the physician 
“Cosmetic Sensitivity”—for the physician 
“Beauty Aids by Almay’—for the patient 


Sole Distributors 


Schieffelin & Co. 


16 Cooper Square, New York, N. Y. 


24 authorities wrote 
this therapeutic guide 


Drugs . Administration . Clinical 
Problems . Prescription Writing . 


THE PHARMACOPEIA 
and THE PHYSICIAN 


Fully Indexed. Pocket Size. Flexible Imitation Leather. 
60 pages. 4% x 74. 1943. Postpaid, $1.50 


AMERICAN MEDICAL ASSN., 535 N. Dearborn, Chicago 10, III. 


wank 


COLLOIDAL 
cLeanse® 


Werte 


A special purpose product for 
use when the skin is sensitive, 
irritated or disturbed 


PERSONAL LUXURIES COMPANY 
New York II, N. Y. 


55 West 16th St. 
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Chapped 


OUR patients who have sensitive skins especially affected by 
chapping during the winter months may need emollient creams 
and lotions to help restore oils lost through exposure. Marcelle 
hypo-allergenic Cosmetics has a generous assortment of beauty aids 


for sensitive, chapped skin. 


Known irritants have either been removed or reduced to a mini- 
mum in the production of Marcelle hypo-allergenic Cosmetics. An 
increasing number of physicians have been recommending Marcelle 
hypo-allergenic Cosmetics for patients with sensitive skins, and as 
a routine precaution in many skin disorders. You can prescribe 


them with conhdence. 


Marcelle hypo-allergenic Cosmetics have been accepted for adver- 
tising in publications of the American Medical Association for 


12 years. 


Write for professional samples and a formu- 
lary booklet specifying ingredients of Marcelle 
Cosmetics. This offer is not good in Canada. 


COSMETICS MARCELLE COSMETICS 


1741 North Western Ave., Chicago 47, Illinois 
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